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ABSTRACT
The focus of this research project is the relation
ship of diagnosis and other related variables to the
readmission of Essex County residents to the Ontario
Psychiatric Hospital at St. Thomas, Ontario during the
period 1968-1970.

The study seeks to identify those

factors which contribute to the discharged psychiatric
patient’s continued maintenance in the community or
pre-dispose him toward eventual readmission; thereby
identifying "target groups" in need of more preventive
services and aftercare treatment.

The study further

seeks to identify the types of aftercare needed to
maintain the discharged psychiatric patient in the com
munity.
A case review schedule was devised to collect data
from the files of a quota sample of 169 Essex County
patients discharged from St. Thomas Psychiatric Hospital
during the first six months of 1968.

The case review

schedule involved questions dealing with the primary
variables of sex, diagnosis and readmission.

Other

questions dealt with the patient’s family, social,
economic, ethnic, occupational and educational background.
Aftercare recommended to the patients was also noted as
well as the type of living facilities the patients were
discharged to and readmitted from.

The data was then

analyzed.
iii
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The findings reveal a strong relationship among the
primary variables of sex, diagnosis and readmission.

A

relationship exists between diagnosis and readmission,
sex and diagnosis, and thirdly, sex and readmission.
The secondary variables, cross-tabulated under the primary
variables, are discussed and analyzed under the four
headings of personal history data, family status data,
course of illness data and aftercare data.

A number of

"target groups" are identified, the most important being
psychotic females, schizophrenic males, patients living
in rural areas, patients discharged to or readmitted
from unsupervised living arrangements and psychotic
patients not recommended for aftercare.

It is recom

mended that more aftercare services, ranging from social
and psychiatric to supervised living facilities be ext
ended to these groups.
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CHAPTER I
Introduction and Review of the Literature
Impetus for this study
The impetus and funding for this study came from
the Mental Health Council of Windsor and Essex County
in the fall of 1969.

The Mental Health Council expres

sed concern about the lack of adequate post hospitaliz
ation services for discharged psychiatric patients and
requested that this study be undertaken to identify the
extent of the need for such services in Windsor and
Essex County with particular attention to the possibil
ities of homes for special care.

The researchers

changed the study so that it not only explores the need
for follow-up and aftercare services but also made a
preliminary examination of some of the factors assoc
iated with readmission to a psychiatric hospital,
especially the relationship between readmission and
other variables by diagnostic categories.

Survey of the Literature
Introduction
The current state of research into the readmission
and aftercare of psychiatric patients is well illust
rated in the following survey of related literature.
1
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Such a survey was conducted to determine what is known
concerning the effects of aftercare and other variables
as they relate to the former mental patient's success
in the community or his readmission to the psychiatric
hospital.

The survey is also valuable in determining

those areas which need further investigation or clarif
ication.
Since the survey is rather long, the studies have
been divided and placed under four sub-headings.

Some

of the material overlaps, but this could not be avoided
due to the nature of the studies.

A summary of the rele

vant findings is provided at the end of the survey.
These findings are indicative of the confusion that
presently surrounds readmission and aftercare.

Though

certain trends can be found, the picture is still far
from clear and many contradictions in the various find
ings are difficult to explain.
Studies of those variables related to readmission
An early study by Adler1 of 1054- patients admitted
to two Arkansas hospitals between 1950 and 1948 revealed
striking differences between these patients and the gen
eral population of the surrounding community.

The aver

age length of stay was twenty-seven months and over one
■^Lenta McKinney Adler, "Patients of a State Mental
Hospital, The Outcome of Their Hospitalization" in
Mental Health and Mental Disorders, edited by Arnold M.
Rose (New York: W. W. Morton & Company, Inc., 1955)>
pp. 501-524.
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5.
third of the patients died during this period, as comp
ared to 3 percent for the general population.

Of those

released, unemployment remained very high, a full 25
percent as compared to 7 percent for the entire commun
ity.

Furthermore, occupational adjustment was not impr

oved by hospitalization.

Only 3^ percent of the men and

16 percent of the women found regular work upon release.
A marked difference in marital patterns was obser
ved among the hospital population.

Only 46 percent of

the patients were married as compared to 66 percent for
the general population.

Furthermore, 66 percent of the

married patients received a favorable adjustment score
as compared to only 20 percent of the unmarrieds.
Employment was found to be another accurate measure of
adjustment since the 30 percent rated as well adjusted
were all employed.
Length of time between onset of illness and actual
hospitalization had a striking effect upon recovery.
Twenty-nine percent of those who delayed less than a
year before seeking help were pronounced cured as comp
ared to a cure rate of 10 percent among those delaying
more than a year.
Freedman and Simmons

2

have done extensive invest

igation into the performances of released mental patn
. Howard E. Freedman and Ozzie G. Simmons, The Mental
Patient Comes Home (New York: John Wiley and Sons, "IncIT
t v z v t t v

T

t

:-------
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ients.

Their study of forty-two patients readmitted

to Boston Hospital within a twenty-four month period,
found that family tolerance of deviant behaviour had a
significant effect as whether a person was readmitted,
A person from a family setting in which he occupied the
role of child was less likely to be readmitted even if
he were functioning at a low level.

A higher percentage

of patients were readmitted who occupied the role of
spouse or lived alone.
In another Freedman and Simmons' study^ of sixty
predominately schizophrenic males, a low level of funct
ioning was associated with living with an a-typical,
frustrated, authoritarian, rigid and withdrawn female.
Such patients tended to have this same a-typical person
ality and poor adjustment potential.

Furthermore, the

families of low functioning patients tended to have
another male who could share or occupy the role of the
former patient.

A relationship was also found between

middle class families and patients who performed at a
high level.

Low functioning patients tended to come

from lower class families.

Middle class families exp

ected the ex-patient to perform at a higher functioning
level than did lower class families.
However their later study
these earlier findings.

4

-

contradicted some of

A patient sample was drawn from

^Ibid., pT 9.
4Ibid., p. 19.
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twelve Eastern Massachusetts hospitals; both males and
females between the ages of twenty and sixty years were
included.

Readmission of these patients was constant

over a twelve month period.

Successful patients were

employed 50 percent of the time as compared to 50 per
cent for the unsuccessful.

Eight percent of successful

patients were employed at least sometime as compared to
76 percent for those readmitted.

Successful male pat

ients returned to their pre-hospital job 63.7 percent
of the time, whereas only 36.1 percent of readmitted
patients did so.

The figures for female patients were

8.6 percent and 2.2 percent respectively.
Age and diagnosis did not seem to be related to
readmission.

Of the successful male patients, 61.5 per

cent of those diagnosed schizophrenic were successful
as compared to 73.7 percent success rate for those
diagnosed for affective psychosis.

The figures for the

successful females were 52.6 percent and 66.3 percent
respectively.
Length of hospitalization was statistically sign
ificant for females.

The shorter the hospitalization,

the more chance for success.

The direction was the

same for males, but it was not statistically significant.
For both sexes, short hospitalization was significantly
related to high performance.
The study also indicated that both males and females
have a better chance of success in the community if they
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are married, but the figures are not statistically sign
ificant.

Married patients had a higher performance

score than those living with siblings or parents.
Those living with parents had the lowest performance
levels.

Surprisingly, there was not a statistically

significant difference in readmission between patients
in conjugal and parental families, thus contradicting
the earlier finding that persons from conjugal families
had lower readmission levels since they were expected
to perform.

No significant relation could be found

between high performance and readmission.
A five year follow-up study^ of veterans from
Veteran's Hospital in New Port, New York, showed that
80 percent of the 111 cases were readmitted within one
year after release.

Twenty-eight percent returned

within one month and 50 percent returned within six
months of release.

Age was not found to be a significant

factor except with the very young who had a better
chance of remaining in the community.
Cumulative hospitalization was positively related
to success in remaining in the community.

Those pat

ients above the mean had a success rate of 47.2 percent
as compared to 50.5 percent for those below the mean.
Furthermore, those with more accumulative hospitalization
were more active in the community, held jobs, and re------ c-----:
------

^Murray K. Cunningham, et al., "Community Placement
of Released Mental Patients: A Five Year Study" Social
Work, 14 (January, 1969), pp. 54-61.
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mained in the community longer.
Discharge to a large rehabilitation home was rel
ated to success in the community.

Single patients re

mained in the community longest, followed by married
patients.

Least successful were the patients from

broken homes.

The vast majority, 85 percent, of the

patients were single.
A study^ of readmitted schizophrenic patients
under the age of sixty, chosen from a Veteran's Hospital
in Roseburg, Oregon, produced results the opposite of
the Cunningham study.

Employment or personality had

little to do with readmission.

High readmission was

significantly related to a high number of prior hospit
alizations, a high number of hospital releases, active
participation by the patient in effecting his own hosp
italization, as well as living with a significant rel
ative with low benevolence.
7
Another follow-up study' of fifty-nine male vet
erans, released from Topeka's Veteran's Hospital in
October of 1957* indicated that 50 percent bad been re
admitted after one year.

Although these patients, with

a mean age of thirty-two years, had an average education
of just below high school and were in the skilled work
..... -Mr-— ——.. ....

Gilbert Arthur, Robert B. Ellsworth, and Duane
Krocker, "Readmission of Released Mental Patients: A
Research Study" Social Work 15 (October 1968), pp. 78-84.
^Warren E. Stimpert, Robert Sinnett, and Donald M.
Wilkins, "A Description of Psychiatric Patients Five
Years After Treatment" Social Work 11 (July 1966), pp.

78- 86.

~

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

category, only one-third had worked for one year straight
after their release.
Five years after release, the majority had only
marginal inter-personal relations, family relations and
conformity to community values.

Only 10 percent had

received post hospital follow-up and another 14 percent
had received some post hospital planning.
Follow up studies in England have not produced
results appreciably different from North American studies
O
Goldberg reviewed some of the literature on the subject.
One study (Brown, 1959)^ found that male ex-patients
who went to boarding homes or lived with siblings did
better than those who lived with wives, parents or at
large hostels.

Continued contact of the patient with

his mother was related to high readmission rate.
Another st u d y ^ concluded that men caused more disturb
ance in conjugal homes and women in parental homes.

A

s t u d y ^ of schizophrenia showed that schizophrenics
returning to highly emotionally charged homes did poorly
and had more readmissions.

Severely disturbed patients

did better if they had little to do with such relatives..
In the same study it was found that short term patients
did no better in boarding homes than in parental homes.
Q
”
David Goldberg, "Rehabilitation of the Chronically
111 in England" Social Psychiatry 2 (May 1967), pp. 10-13
^Ibid., p. 10
10Ibid., p. 11
11Ibid.
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The author found that reoccurances of symptoms resulted
in readmission. This finding was confirmed by a later
12
study
of forty-two long stay schizophrenics.
Other short term studies have pointed out the imp
ortance of the family with ex-patients.

A s t u d y ^ of

fifty-nine Saskatchewan patients, age sixteen to fifty,
found that 50 percent of the dependent patients became
hostile or indifferent to their families upon release.
This was interpreted as an attempt on the part of the
patient to resolve dependency needs, and it was concluded
that more work must be done to help families accept such
hostility.

Family adjustment was found to be directly

related to good social adjustment and low readmission.
A large scale research into the life of the former
14
mental patient was conducted by Dorothy Miller.
This
-

study, based on 965 patients released on leave of absence
from California Department of Mental Hygiene facilities
in 1963j found that 40 percent had been readmitted
within twelve months, and after five years, 75 percent
had been readmitted at least once.

^^Ibid., p. 12.
■^A.F. Mesyaros and E.S. Mesyaros, "Intergration
of the Discharged Schizophrenic" in Mental Patients in
Transition, edited by Milton Greenblatt et al. (Spring
field, Illinois: Charles C. Thomas, Publisher, 1961),
pp. 218-228.
14
Dorothy Miller, "Alternatives to Mental Patient
Rehospitalization", Community Mental Health Journal 2
(Summer, 196b), pp. 124-128.
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It was observed that the great majority of those
patients occupied five different roles in the community.
Those in spouse roles had the lowest readmission, while
those in the role of adult-child or institutional set
ting had the highest rate.
The largest role group were wives, 32 percent, and
within one year almost one-third of them had been read
mitted.

Husbands comprised 10 percent of the sample, and

found their main difficulty was in securing employment,
though before hospitalization 85 percent had been emp
loyed.

After hospitalization, only 50 percent were

employed and their readmission rate was 25 percent.
Adult sons and daughters, 13 percent of the sample,
were in a particularly difficult position.

Two-thirds

had never left their parents' home and more than onehalf had never worked or assumed adult roles.

Another

one-third had returned home after an unhappy marriage or
living experience.

Since the average age was 42.7 years,

they were returning to very old parents, and readmission
rates were 5^ percent for males and 31 percent for fe
males.
Relatives, usually parents living with their adult
children, comprised 9 percent of the sample and had a
high rate of readmission; 33 percent for males as comp
ared to 57 percent for females.
Those patients released to family care or private
institutions comprised 15 percent of the sample and had
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the highest readmission rate, 53 percent.
Miller concludes that there is a need for an after
care supermarket; a variety of service to help the ex
patient.
Shirley Angrist et a l . ^ undertook an extensive
review of 287 patients discharged during an eight month
period in 1958-1959 from Columbus Psychiatric Institute
and Hospital in Ohio.

The diagnostic breakdown was 41

percent psychoneurotic, 35 percent psychotic, 11 percent
organically damaged, and 13 percent personality disorders.
Two-thirds were in the age range of twenty to fifty
years with an average age of forty-one years and 63
percent were married.
During the first six months of discharge 44 percent
of the total readmissions occured.

Diagnosis was found

to be important in predicting readmission, especially
if the diagnosis was acute and chronic brain syndrome.
No significant relationship was found between readmission
and number of previous admissions, illness duration prev
ious to admission, length of hospital stay, ward assign
ment, or extent of out patient treatment after release.
However, addiction to either alcohol or drugs was rel
ated to readmission.
Age, race, religion, urban-rural residence, and
social class were not significantly related to readmission.
• ^ S h i r l e y Angrist et al., "The Mental Hospital: Its
History and Destiny", in The Mental Patient: Studies In
the Sociology of Deviance*, 'edited by S. P. Spitze'r and
N. R. Denzin (New York: McGraw-Hill, 1968).
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Discharge prognostic ratings were not different for
successful patients and readmitted patients.
lamily and patient attitudes were not a signific
ant factor at readmission.

However, a slightly greater

percentage of married women were readmitted as compared
to those women who remained in the community.

Whether

the patients lived with a man, another female or alone
did not influence readmission, but the presence of
children was related to a higher level of readmission.
Readmitted patients had less expectations put on
them by significant others than those not readmitted.
High performance was related to significant others who
tolerated less deviant behaviour.

A high performance

person was usually married and living in a con,jugal
family as opposed to living with parents, adult children,
siblings, other relatives or living alone.

Where no

other females could take over her responsibilities, the
patient functioned at a higher level.

However, perf

ormance was related to readmission in only the psychol
ogical area even though readmitted patients did function
at a lower level than successful patients.

Readmitted

patients functioned at a significantly lower psycholog
ical level.

They exhibited a very wide range and sign

ificantly more symptoms of deviant behaviour.

This was

related to the more frequent diagnosis of organic dis
orders among readmitted patients.

The relatives of both

high performance and low performance patients were
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equally non-tolerant of gross deviant or disruptive be
haviour, especially violence.
In concluding, the study group recommended that a
variety of aftercare programs were needed.

These should

include day hospitals, sheltered workshops, half-way
houses, homemaker services, and weekend hotel care.
Studies of types of aftercare and readmission
Aftercare was studied by Rajotte and Denber.

Of

fifty female schizophrenic patients, ages twenty to
sixty, released from Manhattan State Hospital in 1955 >
75 percent were returned within one year.

But those

patients who were seen on an out-patient basis, including
medication, social services, and help with employment,
had a readmission rate of only 14 percent.
17
Similar results were obtained by Alan Sheldon ' in
an aftercare study including patients released from
Warlingham Park Hospital, Croydan, England, during 1961
and 1962.

Those chosen had an age range from twenty to

fifty-nine years and a diagnosis of schizophrenia or
severe depression.

Patients were randomly referred to

either aftercare, which included both day-care and out
patient department, or to their family physician.
Paul Rajotte and Herman Denber, "Intensive FollowUp Study of 50 Chronic Relapsing Psychotic Female Patients"
in Mental Patients in Transition, edited by Milton Greenblatt et al. (Springfield, Illinois: Charles C. Thomas,
Publishers, 196i), p. 143.
■^Alan Sheldon, "An Evaluation of Psychiatric After
care" British Journal of Psychiatry 110 (1964), pp. 662-

667.

---
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After six months, a follow-up study was conducted.
Those patients referred to psychiatric aftercare had a
readmission rate of 17.7 percent as compared to 47 per
cent among patients referred to their family doctor.
There was no significant difference in readmission rate
between those patients receiving out-patient services
and those involved in day care programs.
Schizophrenics had a higher rate of readmission
than those with affective disorders such as depression.
Schizophrenics receiving aftercare had a readmission
rate of 22 percent as compared with 54 percent for those
referred to general practitioners.

Furthermore, those

who attended aftercare regularly had a readmission rate
of 14 percent as compared to 57 percent for those who
attended irregularly.
A follow-up to the aoove study was conducted in
1967

*1 ft

in which two samples were used.

The first con

sisted of females, ages twenty to fifty-seven who were
released from Warlington Park Hospital, England, in
1958 and diagnosed as either schizophrenic or endogenous
and neurotic depressive.

The second sample was identical

except that they were released in 1961-1962.

The first

group was released for either psychiatric aftercare or
referred to their general practitioner; the choice being
1ft
Alan Sheldon and Kenneth J. Jones, "Maintenance
in the Community:. A Study of Psychiatric Aftercare and
Rehospitalization" British Journal of Psychiatry 115
(1967), pp. 1009-10127
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that of the discharging psychiatrists.

The second group

was randomly selected for psychiatric aftercare or ref
erral to a general practitioner.
Except for schizophrenics in the first group, psy
chiatric aftercare resulted in longer periods in the
community, shorter hospitalization, and few readmissions.
Variables correlating to poor outcome were schizophrenic
diagnosis, multiple readmissions, a large amount of
therapy given in the hospital and at discharge, and
married status.

Again, regular attendance of aftercare

programs was significantly related to low readmission.
Since the first group was assessed at three years after
discharge, as compared to six months for the second
group, it was postulated that aftercare loses its effect
iveness with time.

This is based on the observation

that schizophrenics in the first groups had a high rate
of readmissions even though they had received psychiatric
aftercare.
One of the largest studies of psychiatric aftercare
19
has been conducted by Max Silverstein. ' This study
involved the 10,786 patients released from eighteen
state hospitals in Pennsylvania between October 1, 1962
and September 30, 1963.

Patients readmitted within one

year of release were the population of the study.

Al

most 26 percent or 2,781 patients were returned to the
hospital within one year.
19
phia:

Max Silverstein, Psychiatric Aftercare (Philadel
Pennsylvania Press, 1968')'.
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Of the sample, hospital personnel judged that nine
out of ten needed some form of aftercare.

In all 16,000

different recommendations for aftercare were made, of
which 97 percent were available.

The hospitals were

responsible for 4-8.7 percent of all aftercare services.
In 75 percent of all cases, aftercare consisted of med
ication, counseling or psychotherapy.
will be on medication.

Over 70 percent

Thirty percent of those released

returned to the same job as before hospitalization and
another 64- percent looked for work.

Another 55 percent

did not enter the labor market.
Of those patients readmitted, 4-9.5 percent had
found work and 50.1 percent had not sought work.

A

very large number, 4-4-.3 percent of the readmitted had
not used the recommended aftercare service.

Agency

failure to properly provide such services accounted for
only about 25 percent of the failure.

Thus one-third,

or 1,14-8 of all those readmitted deliberately chose not
to use recommended aftercare facilities.

The hospital

staff judged that 55•7 percent of returned patients
could not have benefited from more aftercare.

Over 60

percent of the recommendations made were for more med
ication, counseling, or psychotherapy.

Another 10.8

percent could have used day treatment services.
Silverstein therefore concluded that increased use
of aftercare facilities would result in lower readmission
rates.

Considering the staff recommendation, it is

further concluded that not only are more day care centers
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17.

needed, with some of the residential type, but there
needs to be a re-emphasis on providing counseling, psy
chotherapy, and medication.
Studies of aftercare homes
Several of the above studies have suggested the use
of the half-way house as an effective aftercare facility.
Below are several studies of half-way houses and their
effectiveness in preventing readmission.
Raush and Raush

20

define a half-way house as a

transitional living facility, intermediate between mental
hospital and community.

Their study of forty half-way

houses in 1965 showed that 15 percent of their popul
ation was not there because of hospitalization;

(5 per

cent had never been in a hospital and 10 percent had
been out for from one to five years).

These people were

using the house to stay out of the hospital and avoid
total alienation from the community.

Most residents, as

reported by twenty-five of the half-way houses, had a
diagnosis of schizophrenia, and some 18.5 percent of the
residents returned to the hospital within one year.
In a case study of Woodley House,

21

where the first

44 residents were examined, average age was twenty-nine
20
Harold L. Raush and Charlotte L. Raush, The Halfway
House Movement: A Search for Sanity (New York: AppletonCentury-Croft s, 1966)7

21

Naomi 0. Rothwell and Joan M. Honiger, The Psych
iatric Halfway House: A Case Study (Springfield, Illinois:
Charles C. Thomas,’ Publishers","' l"96b) .
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years with ages ranging from fifteen to fifty-four years.
About 84- percent had never been married and a full twothirds were professional or business people.

The majority,

54- percent, had been diagnosed schizophrenic and 72
percent had been diagnosed psychotic.

Over 86 percent

had been hospitalized before coming to the home.

No

statistics were available on hospital readmission, but a
greater percentage of residents were employed after
leaving Woodley House than before entering it.
Fred Wright et al.

22

conducted a study of sixty-

five residents of three half-way houses in Gulfport,
Mississippi, during January 1, 1961 to July 1, 1963.
but three had a diagnosis of schizophrenia.

All

At the end

of the research period, thirty or 46.2 percent had suc
ceeded in the house and had progressed to trial visits
or discharge status in an unsheltered environment.
Remaining in the houses were eighteen residents, or 27.7
percent, and seventeen, or 20.1 percent were back in the
hospital.
Successful residents had a mean hospitalization
one-half that of residents readmitted or remaining in
the half-way house.

Marital status, pre-hospital occup

ational classification, educational level, religion, and
patient attitude were not significantly related to suc
cess or readmissions.

Age at first admission was sign-

22Fred Wright et al., "A Descriptive Report of SixtyFive Halfway House Patients over a two-and-one-half-year
period" International Journal of Social Psychiatry 12
(1966), pp. 289-292.
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ificantly related to success as was low Intelligence
Quotient.

Those with higher Intelligence Quotients

remained in the house while those with lower Intelligence
Quotients progressed beyond the home.

Negroes, with

generally lower Intelligence Quotients, had a discharge
rate of 73 percent as compared to 3& percent for Caucas
ians.

More successful patients were working on farms

or in housekeeping.
The authors found that only two of seventeen behav
ioral symptoms changed in the half-way house.

These were

less anxiety and more use of alcohol.
In concluding, the authors state that there seems
to be a residue of patients built up in half-way houses
that cannot advance to the community.

In this respect,

half-way houses do offer an alternative to life long
hospitalization of chronic schizophrenics.
In a report on Ontario's Home for Special C a r e , ^
it was noted that between 1966 and 1968, 8,370 former
mental patients were placed in Homes for Special Care.
Of these, only 774, or 9.2 percent, were readmitted to
a hospital.
Studies of immigrant and ethnic groups in relation to
mental illness________________________________________
Studies of the importance of cultural and ethnic
difference upon hospitalization have been misleading be-

2*5j3. A. Holling, "Homes for Special Care" Canada*s
Mental Health 17 (March-April 1969), pp. 20-25.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

cause the researchers have often failed to make adjustments for age, numbers, etcetera.

O IL

The 1964 report on mental illness in Ontario

25

found only 4 percent more illness among foreign born
when the rates are adjusted for sex, age, numbers, etcet
era.
A study

26

of socio-cultural variables and readmis-

sion to Medfield State Hospital (Mass.) in I960 involved
patients between the ages of twenty-five and sixty-one
years.

The readmitted had significantly less education,

occupational level, and social rank, than those not re
admitted.

No significant difference could be found bet

ween ethnic groups in the hospital and their counter
part in the community.
In a study of immigrant groups m

Britain, Bagley

27

found that African, Irish, Indian and Pakistani immig
rants all had higher rates of mental illness than the
native born British.

He related this rate of illness to

24

Benjamin Malzberg, "Are Immigrants Psychologically
Disturbed" in Changing Perspectives in Mental Illness
edited by Stanley C. Plog andRobert B. Edgerton (HoTt,
Rinehart and Winston, Inc., 1969), PP. 395-421.
25Ibid.
2^Melvin E. Cohen, "A Study of the Relationship
Between Certain Socio-Cultural Factors and Admission to
a State Mental Hospital" Dissertation Abstracts 29 (Nos.
10-12, Part A.), pp. 42?5A-42‘/6a;
^Christopher Bagley, "A Comparison Study of Mental
Illness Among Immigrant Groups in Britain" Transcultural
Psychiatric Research 6 (October 1969), pp. I99-202~I
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four factors:

1) degree of community integration, 2)

degree of color discrimination as linked to status
striving, 3) degree of status isolation, and 4-) select
ive factors in immigration.
pQ

Piedmont

in a study of 30 Polish and German fam

ilies found that ethnicity was a significant variable in
the study of the schizophrenic development.
29
Murphy y in a study of 14- Canadian communities with

ethnic groups totaling 29,000 people, found that the
incidence of schizophrenia was related to the organiz
ational and value orientation of each sub-culture.

Among

French communities he found a high degree of schizophrenia
due to high social organization, strong support of the
sick, and strong rejection of deviancy.

Among Anglo and

German Protestants there was a low incidence of schizo
phrenia due to emphasis on the need to work and the need
to be independent.

The Irish and Polish fell somewhere

in between and presented a confused picture, especially
with the Irish who showed a great range of clinical
pictures.
And finally, Roberts and Meyers-'

studied 1963 cases

of patients under the treatment of a psychiatrist in New
^®E.B. Piedmont, "Ethnic Differences in Schizo
phrenic Development" Transcultural Psychiatric Research
4- (October 1967), pp.' '163-163."
29
'H.B.M. Murphy, "Community Variables and the Pre
valence of Schizophrenia" Transcultural Psychiatric
Research 3 (April 1966), pp. $4-57.
7)0

Bertram H. Roberts and Jerome Meyers, "Religion,
National Origin, Immigration and Mental Illness" in The
Mental Patient, edited by Stephen P. Spitzer and Norman
K. Denzin, pp. 139-14-6.
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Haven, Mass.

As expected, the ethnic population was

much older than the general population.

No attempt was

made to compensate for this fact other than to exclude
from the study anyone under twenty-one years of age.
A higher percentage of foreign horn were in the
total psychiatric population and in the diagnostic cate
gories of affective disorders, illnesses and senescence
and the organic illnesses.

A higher occurance of psycho

neurosis was found among the native born.

In the other

diagnostic categories there was no significant difference
between the native and foreign born.
Italians were high in affective disorders and ill
ness of senescence.

Irish were high in illness of sene

scence and addiction, but void of any psychoneurotic
disorders.

Northwestern Europeans were high in illness

of senescence whereas Polish and Russians were high in
affective disorders and schizophrenia.

Jews were high

on psychoneurotic disorders.
Summary of the review of the literature
These studies indicate that the majority of dis
charged mental patients are eventually readmitted.

The

first few months after release are the most critical
for the former patients and it is during this period
that the major percentage of readmissions occur.

Avoid

ance of readmission is associated with adequate family
adjustment, continued employment and married status.
Readmission, though related to continued unemployment
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and low functioning in the family and community, was in
the great majority of cases directly related to the reoccurence of deviant behaviour unacceptable to the family
and community.

A diagnosis of schizophrenia or organic

brain damage was strongly associated with readmission.
Psychiatric aftercare was shown to be a critical
factor in the avoidance of readmission, though its pos
itive effect diminishes with time.

Patients refusing

aftercare were much-more likely to be readmitted.
Half-way houses and homes for special care are
helpful to the chronic patients who are not ready to ret
urn to the community.

However, such homes do accumulate

a backlog of patients who can never return to the com
munity.

Nevertheless, such patients do avoid life long

hospitalization.
Finally, immigrant status or membership in an ethnic
minority did not result in significantly more mental
illness, though the different studies are very inconclus
ive.

No information was available on ethnic and immig

rant status as related to readmission.
The need for aftercare
"Aftercare has become a discrete term in the mental
health glossary.

It is viewed as a process of providing

service to assist the mental patient in the community
31
after his inpatient psychiatric t r e a t m e n t . R e s t a t e d ,
31
^ Max Sil'verstem, p. 3.
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it means care received after discharge from hospitaliz
ation.
There appears to be a need for two types of after
care programs, one for patients with acute, short term
hospitalizations and the other for the more chronic
patients who have had long hospitalizations.

Not all

acute patients require aftercare but the vast majority
of the chronic patients require aftercare services.

The

chronic patient institutionalized for long periods of
time loses many of his daily social skills; skills taken
for granted outside the hospital setting.

Chronic pat

ients require rehabilitative services which enable them
to re-adjust to life in the community.

The acute pat

ients may require aftercare services, out of a different
type, of shorter duration, and of loss intensity.

Chronic

patients need to be re-socialized upon discharge, whereas
acute patients merely need to make social adjustments.
The adjustment problem of the chronic patient is
32
described by Harold L. Raush and Charlotte L. Raush.x
This problem has arisen as a direct result of the wide
spread use of the tranquilizing drugs for the treatment
of mental illness, beginning in the mid nineteen-fifties.
They gave the psychiatrist the ability to control or to
remove bizarre symptoms from patients who were placed in
hospitals because of their unusual behaviour.

Frequently,

32
^ Harold L. Raush and Charlotte L. Raush, p. 7.
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these patients were not a danger to themselves or others,
but were institutionalized because of their socially
unacceptable behaviour.

Many of those treated with tran

quilizers had been institutionalized for many years, and
even though they were relatively symptom free with treat
ment, and their behaviour was socially acceptable, the
problem of re-entry into the community was a major one.
For many of the previously chronic patients who were
discharged "there was no longer a community .

One who

has been confined to the back wards for five years or
more can not easily re-enter into a family which has
now adjusted to his absence or has extruded and forgotten
him."
The mental patient's self image changes while in
the hospital and he comes

to see himself as a patient,

he loses his former roles

as husband, father, provider

and so o n . ^
From the preceding it appears that post-hospital
adjustment to overcome the disabilities caused by long
periods of hospitalization depends upon intensive after
care services.
Development of aftercare in the United States
Aftercare in the United States is in its infancy,
^N . A . Polansky, R.B. Y/hite and S.C. Miller, "Deter
minants of the Role-Image
of the Patient in a Psychiatric
Hospital" in The Patient and the Mental Hospital, edited
by M. Greenblati,' D. J. Levison'and B.H. Williams, (Glencoe,
Illinois: Free Press, 1957), PP. 380-4-01.
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partly because, from an historical perspective, place
ment in a mental hospital was generally seen as a perm
anent placement.

Therefore, there was no need for after

care services to help patients adjust to and remain in
the community.

Morris S. Schwartz and Charlotte Green

Schwartz analyzed the development of aftercare in the
United States, and in nineteen hundred and sixty-four,
saw it "largely a service in name only.

For the maj

ority of ex-patients today there is little or none of it
. . . "Old assumptions and practices are now widely quest
ioned, and programs are being explicitly designed for

34

particular types of ex-patients."-^

Max Silverstein outlined the impeti for the devel
opment of aftercare in the United States which took
place beginning in 1955:
1.

2.
3.
4.

The dramatic reversal of the upward trend in
the number of patients resident in mental
hospitals.
The discovery and widespread use of psychopharmaceutical drugs.
The increase of personnel-to-patient ratios
in hospitals.
The increased provision of alternative com
munity sources including outpatient clinics,
daycare centres, psychiatric units.35

But Silverstein cautioned that:
While the discharge rate was going up, the read
mission rate also was climbing. Prior to 19557
most admissions to mental hospitals were first
^Morris S. Schwartz and Charlotte Green Schwartz,
Social Approaches to Mental Patient Care (New York:
Columbia University fress, 1964), p. 297.
^Silverstein, p. 3 .

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

admissions. By 1965» only 4-7^ of all admissions
were first admissions. . . . It was natural that
heightened attention was directed toward the
problem of aftercare and its relationship to com
munity tenure of ex-patients.56
Similar trends in patient movement are present in
Canada and will be commented on later in the study.

The

movement towards establishing aftercare services in
Canada and Ontario, based on the recognition of the need
for these services by such organizations as the Windsor
and Essex County Mental Health Council which initiated
and sponsored this study, is evidence that Canada is
undergoing the same types of changes as those mentioned
in the United States.
With reference to the second major purpose of this
study, which is to examine some of the factors assoc
iated with readmission to a psychiatric hospital, the
researchers agree with Morris S. Schwartz and Charlotte
Green Schwartz in their belief that ex-patients are a
heterogeneous group, and
that variables such as age, sex, education, per
sonality constellation, social class, length of
hospitalization, type of in-patient treatment,
diagnosis, number and frequency of hospital ad
missions, length of illness prior to admission,
level of pre-hospital functioning and of recovery
all should be considered in determining if
aftercare is needed and what form it should take.
Thus, in many programs aftercare is, as far as
possible, tailored to the particular ex-patient.2/

^ Ibid., pp. 3-4-.
^Schwartz and Schwartz, p. 211.
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The researchers will examine some of the factors
mentioned by Schwartz and Schwartz as well as others in
an effort to provide information necessary to enable
mental health professionals to make knowledgeable dec
isions about whether aftercare services are required by
a particular patient, and if so, what kind.
Treatment Trends in Mental Health
Since the advent of modern day psychiatry, at the
turn of the twentieth century, there has been a gradual
and significant shift in the view held of the mental
hospital and mental illness by the psychiatrist, and
the community at large.

No longer is the mental hosp

ital considered a depository for social deviants and the
psychiatrist, the custodian of the inmates; instead, the
mental hospital and the psychiatrist have taken a ther
apeutic role aimed at preventing long term institutional
placement of the mentally ill.

Part of the impetus

for, and certainly the facilitation of, these role changes
came from the advent of new therapeutic techniques which
became available to the psychiatrist:

chemotherapy,

electro-convulsive therapy, psycho-surgical techniques
and psycho-therapy.

Nina Ridenhour in her Book Mental

Health in The United States presented some of the reasons
for the shift in psychiatry from an institutional role to
a therapeutic role:
1.

The growing population of the United Stateswith correspondingly greater numbers of
mentally ill.
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2.

The turn of the century as a period of social
reform, and the increasing public acceptance
of social responsibility.

3.
4-.

The growth of the scientific method and imp
ortant new medical discoveries.
Improved medical schools resulting in better
medical and psychiatric training; the new
ideas of the period especially the concept of
psycho-genesis.

5.

The recognition of psychiatry's "practical
usefulness".38

Looking at the history of mental hospitals, Shirley
S. Angrist divided their development into three stages,
From sub-human, custodial, bastille origins, it
went through a humanizing phase which was character
ized by long-term treatment, then, more recently,
through a more scientific phase which stresses
short-term treatment, intensive care.39
At the present time the problem of institutional
placement of the mentally ill is being replaced by the
problem of community placement and retention of the
mentally ill.

The psychiatrist and the related mental

health professionals now have the capability of re4-0
motivating the institutionalized
mental patient and
raising his level of social functioning to the point
where he can function again in the larger society.

But,

a lack of knowledge of those factors causing readmission
or recidivism in mental patients plus a lack of aftercare

^®Nina Ridenhour , Mental Health In The United States
(Cambridge: Harvard University Press, l96l), p. 28.
■"Shirley S. Angrist et al., p. 303.
^ F o r an analysis of the characteristics of a total
institution, of which the traditional mental hospital
is an example, see Irving Goff man's Asylums, pp. 1-124-.
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services limits the effectiveness of their efforts in
placing and maintaining the ex-mental patient in the
community.

Another negative factor present is the lack

of knowledge and understanding on the part of society
and community of the concept of mental illness. The
41
mental patient is a stigmatized
individual, who is
feared in the community.

Education of the public and

attitude change are not the specific purposes of this
study but neither can be ignored in the overall planning
for any significant change in the community treatment
and retention of the mentally ill individual.
A five year study of psychiatric services in
Canada, sponsored by The Canadian Mental Health Assoc
iation, recognized the situation as follows:
Psycho-social rehabilitation and maintenance of
the patient symptom free in the community is the
problem now rather than symptomatic improvement of
patients in hospital. The inability to keep the
patient free of symptoms, graphically illustrated
by the rising re-admission rate, represents a
major challenge of psychiatry t o d a y . 4-2
The geographical focus has shifted from the mental hos
pital to the community and the "community’s role in
maintaining remission is now receiving attention after
being neglected during fifty years of preoccupation with
zlz

individual psychopathology".
41

For an in depth understanding of the concept of
"stigmatization" refer to Irving Goffman's Stigma, pp.
1-40.
4P
J.S. Tyhurst, et al., More For the Mind: A
Study of Psychiatric Services'Tn'~(?ana'da (Toronto: The
Canadian Mental Health Association, 1963), pp. 31-32.
4^lbid.,

p.

33.
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Extent of the problem in Ontario
The Annual Report of the Mental Health Division of
the Ontario Department of Health for the year 1968 ind
icated that:

"At the end of 1968 the patient population

on the books was 17,269 or 237 per 100,000 population.
This was the lowest absolute number since 194-7 and the
lowest rate in the last forty years.

Since I960, the

patient population has declined at an average rate of
hh
4-.3 percent per year.”
These statistics indicate not
only a decrease in the number of persons needing instit
utional placement and treatment but also the fact that
an increasing number of persons probably are being treated
in their own communities.

These figures imply the pre

valence of a rise in community treatment, as well as
demonstrating that with improved psychiatric treatment
methods, many persons previously requiring institution
alization, no longer need this type of placement.
Nineteen thousand and one patients were discharged
from psychiatric hospitals in Ontario during 1968, and
"for all hospitals combined, the crude discharge rates
were 108.6 per 100 patients admitted and 312.0 per 1000
4-9
patients treated."
These figures show more discharges
than admissions and increase awareness of the importance
of post-hospital factors in community retention of pat44

Mental Health Division of the Ontario Department
of Health, One Hundred and Second Annual Report, (Toronto:
Ontario Department of Health, 1968), p. 1r .
^ I b i d . , p. 16.
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ients.

No rates of recidivism or readmission are avail

able in the Mental Health Divisions Annual Report.

These

figures would be very important in understanding how
many persons come to hospital, are treated and return
to the community and adjust as compared to those who
come, are treated, and return to the community, but then
return to the hospital one or more times,. even within a
two-year period.

The researchers in this study are

interested in the latter group of persons and the reasons
for their readmission to hospital.

The researchers are

hopeful that some crude rate of recidivism for St. Thomas
Psychiatric Hospital, the site of the research, will
result from this study.
Looking at costs of the treatment in Mental Health
programs in Ontario, the forty-fifth Annual Report of
the Ontario Department of Health for the year 1969 ind
icated that for Mental Health $10,749,896 was spent on
program administration and $112,063,265 was spent on
patient services, which totaled, amounts to $122,813,161.'
Since we, the people of Ontario and Canada, are investing
such a large amount of money in mental health services,
it is imperative that these services be effective and
that we develop research projects to test the various
programs for their effectiveness.

This study will

attempt to increase the effectiveness of post hospital
46

Ontario Department of Health, Forty-Fifth Annual
Report, (Toronto: Ontario Department ofHealth, 1969),
p. 12.
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aftercare programs for discharged mental patients by
indicating some factors which are associated with read
mission to hospital.
As the authors of Women After Treatment recognized:
Despite the costliness and extensiveness of mental
health services in money, manpower, and facilities,
little is reliably known about the effectiveness of
psychiatric care and treatment. Patients are rel
eased from mental hospitals and other psychiatric
facilities daily, and it is a reasonable expectation
that most will someday be rehospitalized and that
many others, with only the forebearance of relatives,
will remain at home even though they are quite
incapable of all but minimal functioning.4-7
The need for research into psychiatric treatment and
post-hospital performance of psychiatric patients is a
pressing one at the present time.

The scarcity of such

research is a result of two practical reasons identified
by the authors of the above work:
1.

Most mental institutions are not equipped to
do effective follow-up research or for that
matter research of any type.

2.

Until the recent treatment revolution of the
last decade or so, a very large proportion of
patients were not returned to their communities
for prolonged periods of time, if ever, so that
determining the outcome of hospitalization was
largely an academic concept.4-8

Today, with a declining number of patients being
institutionalized, as indicated by the decrease in the
absolute number of persons hospitalized as well as a
higher discharge rate than admission rate, there is a
^Shirley S. Angrist, et al., Women After Treatment:
A Study of Former Mental Patients (I'few fork: AppletonCentury-Crofts, 1^68), 1968), p.~1.
^ I b i d . , p. 5 .
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practical need for research into the effectiveness of
psychiatric treatment and care.

This research will

attempt to provide some information from one institut
ion in Ontario.
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CHAPTER II
Research Procedures
Purposes of the study
Based on the review of the literature discussed in
Chapter I, a problem of increasing rate of readmission
of discharged psychiatric patients in North America, was
defined.

The researchers intend to explore this problem.

Pour primary areas, related to the problem of incr
easing rate of readmission, which lend themselves to data
collection and analysis were defined:
1.

To identify the extent of the need for after
care services for discharged Essex County
psychiatric patients,

2.

To identify the factors which pre-dispose
discharged Essex County psychiatric patients
to be readmitted to psychiatric hospitalization;
thereby identifying "target groups",

3.

To describe the types of aftercare services
recommended to discharged Essex County psych
iatric patients, and,

4-.

To determine the rate of recidivism for dis
charged Essex County psychiatric patients, by
type of illness.
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36 .

Exploration of these four areas should lead to the
formulation of specific hypotheses for future study,
and assist in the postulation of the dynamics underlying
the increasing rate of readmission.
Working definitions
To clarify categorization of the type of behaviours
demonstrated by psychiatric patients, the following term
inology will be employed and used throughout this study:
Personality disorders - refer to developmentai 'defects of a pathological type
rather than decomposition under excessive
stress.1
Neuroses (Psychoneuroses) - refer to mild
Functional personality disorders in which
there is no gross personality disorganiz
ation.2
Psychoses - refer to severe personality
disorders involving loss of contact with
reality, and usually characterized by
delusions and hallucinations.3
Schizophrenia - refers to a major psychotic
dTsorder'
'characterized by emotional blunting
and distortion, disturbances in thought ^
processes, and a withdrawal from reality.
Brain Disorders - refer to disorders caused
by or associated with impairment of brain
tissues function.5
■'"J.C. Coleman, Abnormal Psychology and Modern Life
(Glenview, 111.: Scott, Poresman and Co., 1964-), p. 658.
^Ibid., p. 666.
5Ibid., p. 669.
^Ibid., p. 670.
5Ibid., p. 657.
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Mental Retardation - refers to low intellig
ence which renders the individual to some g
degree ineffective in handling his affairs.
For the particular purposes of this study, readmission and non-readmission must be defined with refer
ence to the discrete population with which the research
is concerned.
Readmission - refers to the first official
return to the Ontario Hospital at St. Thomas
of patients in the sample, subsequent to
their first discharge in 1968, and through
June 50, 1970.
Non-Readmission - refers to the status of
patients in' the' sample from the Ontario
Hospital at St. Thomas, who have remained
in the community, i.e. they have not re
entered the hospital between their first
discharge in 1968, and June 50, 1970.
For the purposes of this study, readmission to in
patient hospitalization is being used as a criterion of
post-hospital adjustment.
apparent.

However, some limitations are

For instance, patients discharged to the St.

Thomas Hospital Residential Unit are generally not read
mitted, except if they require"medical treatment.
Whether they are readmitted or not, is therefore no
indication of recurrence of psychiatric symptoms or
post-hospital adjustment.

Also, some patients, with

whom intensive follow-up arrangements have been made,
may be readmitted temporarily as a therapeutic device,
rather than because of their inability to exist within
the community or because their illness is considered
^Ibid., p. 665.
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chronic.

Since this study is concerned with aftercare,

and the maintenance of psychiatric patients in the com
munity, readmission is considered to he the most approp
riate indicator, because it does suggest that patient
needs are not being met within the community, and that
return to the hospital is necessary to meet these needs.
The literature surveyed in Chapter I

supports the use

of readmission as an indicator of post-hospital adjust
ment.
In view of the purposes outlined above, and the
availability of data for analysis, a number of variables
were chosen from the literature, as factors which may
predispose psychiatric patients to be readmitted.

These

variables will be referred to throughout the study under

the following headings:
Personal History Variables - include: age,
occupation, piace" of "birth, years in Canada
prior to onset of illness, and preferential
use of the English language.
Family Status Variables - include: place of
residence prior to admission, living facility
from which admitted, number of siblings,
marital status, and number of children.
Course of Illness Variables - include:
number 'of previous admissions, length of
hospitalization, time interval prior to
readmission, and the number of readmissions.
Aftercare Variables - include: facility
discharged to, type of follow-up recommended,
and whether released on or against medical
advice.

The medical records maintained by the Ontario
Hospital at St. Thomas contained little information re-
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garding the actual nature of the aftercare services rec
eived by discharged patients.

For this reason and be

cause the research design did not include a study of
aftercare per se, it was necessary to describe aftercare
in terms of recommendations made on the patient's behalf
at the time of discharge rather than on the basis of the
patient's actual involvement in these services.
The range of variables listed above is far from
comprehensive.

The survey of the literature suggested

many more, but these were not included, either because
they were not readily obtainable by the instruments em
ployed in this study, or because the information was not
consistently available throughout all the records proc
essed.

In addition, a more inclusive range of variables

was collected

than was analyzed (See Appendices A and

B ) , due to difficulties incurred in coding and cross
tabulation.

The definition of the population chosen for the
purpose of this research is best understood in the evol
utionary context of the study.

As explained in Chapter

I, the impetus for the research came from the Mental
Health Council of Windsor and Essex County.

The concern

of this group was the lack of adequate aftercare services
afforded to discharged psychiatric patients from Essex
County.

These patients may be defined as the universe.

Cooperation was necessary from all psychiatric

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

in-patient facilities serving Essex County patients in
order to deal directly with the universe.

To this end

a letter was sent to the administrators of seven psych
iatric in-patient centres requesting their cooperation.
When a minimal response was obtained to this corres
pondence, the researchers limited the proposed populat
ion to the Ontario Hospital at St. Thomas, which not
only expressed interest, out also contained the major
ity of the individuals making up the universe, and main
tained the most complete records.
Upon a preliminary examination of the medical
records available to the researchers at the Ontario
Hospital, St. Thomas, it was found that the year 1968
was most amenable to data collection, and to the real
ization of the goals of this study.

Beginning in 1968

a revised method of recording patient data had been inst
ituted by the hospital, which simplified the identific
ation and selection of cases from the filing system.
This factor, along with the research requirement that
enough time be alloted between patient discharge and the
end of the follow-up period, to maximize the opportunity
for readmissions, indicated the selection of 1968 as
being the most appropriate year for the selection of the
sample.
Because of the emphasis on readmission and after
care, patients discharged as deceased were not included
in the definition of the population.
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On the basis of the foregoing, the population was
defined as follows:
The group of St. Thomas Psychiatric Hospital
patients who were discharged during the cal
endar year, 1968, and tyho resided in Essex
County prior to their most recent admission.
Of the 334- former residents of Essex County dis
charged from the Ontario Hospital at St. Thomas in 1968,
187 were male and 147 female.

Twenty-three males and

lb females were deceased at discharge, and were there
fore not considered to be a part of the defined popul
ation.

The population, from which the sample was drawn,

amounted to a total of 295 live discharges.
Description of the Ontario Hospital at St. Thomas
The St. Thomas Psychiatric Hospital is a public
psychiatric in-patient hospital serving southwestern
Ontario.

At the end of the calendar year, 1968, there

were 1,679 patients receiving treatment ("on the books")
Of this total, 975 were in-patients, 175 were on leave
of absence, 15 were residents of approved homes, and 514were housed in the Hospital's Residential Unit for
chronic care patients.

During the same year, 1,023

patients were admitted to the hospital, and 1,205 dis
charged.

About 12 percent or 103 patients, which is

three times the provincial average, were discharged as
deceased.

The proportion of those patients who were

residents of Essex County at the time of their admission
amounted to slightly less than 50 percent (767) of the
patients then receiving treatment.

This number would
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indicate a rate of 274 patients in treatment per 100,000
residents of Essex County.

The discharge rate in the

same year was 119 pe** 100,000 and the admission rate was
7
140 per 100,000 Essex County residents.
The Ontario Hospital at St. Thomas also operates
an out-patient clinic, which serves the immediate area,
a Continuing Care program for patients discharged to
their own homes, and a Homes for Special Care placement
service for patients requiring chronic care, but who can
be maintained outside the hospital.
Sampling Procedures
Originally the researchers intended to sample the
entire population, as defined above, but as data col
lection progressed, this proposal was abandoned due to
the traveling time incurred in making the 240 mile
round trip from the University of Windsor to the Hospital.
When the decision was made to reduce the sample size,
91 cases had already been processed.

Although it was

understood that the most adequate sampling procedure
would have been a stratified random sample, the decision
was made to collect a quota sample in order to preserve
the data already collected.

Data was therefore, only

collected from the medical records of patients discharged
alive during the first six months of 1968.

This criterion

^All statistics cited in this description were
obtained from The One Hundred and Second Annual Report
of the Mental ‘
H ealth IpTvisTon "oTHHIe' 33epartment~~~oTirealth
oT the Province'oT~D'n^ario, 196*8.
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of selection was based on the fact tbat the data was
being processed from separate male and female master
lists ordered by chronological discharge dates.

Conse

quently, the strata of the population from which the
quota sample classes were taken were the sex divisions.
In other words, it was necessary to sample a similar
proportion of males and females as existed within the
total population.
The quota sample, being simply a selection of
males and females discharged over a period of six
months, is limited by virtue of the fact that it is a
nonprobability sampling technique, and therefore find
ings based on the sample do not realistically apply to
the population from which it was drawn.

This potential

source of error has however, been minimized due to the
selection in the sample of 57 •3/^ of the total number of
cases making up the population, i.e. 169 sample cases
of a population of 295 cases.
The sample consisted originally of 176 cases, drawn
from the population of 295 live discharges.

Of these

176 cases, 5 were admitted from the courts for psychiatric
assessment prior to sentencing.

These five were, in the

opinion of the psychiatric treatment staff, not amenable
to psychiatric treatment, and therefore of 'normal1
diagnostic status.
the study.

For this reason they were omitted from

Two other cases were below the age of 20

years, and were also omitted from the analysis as it was
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felt by the researchers that inclusion of these cases
would bias the findings, especially with respect to the
variables of marital status, number of children, number
of previous admissions and occupation.
died within one month of his discharge.

Also, one patient
This patient was

included in the sample by definition, but cognizance was
taken of the bias introduced by his death on the variable
of readmission, even though the percentage effect would
be minimal.
The analysis is therefore carried out with respect
to the 169 remaining cases defined by the researchers as
being appropriate for analysis and interpretation.
Method of Data Collection
The purposes of the study lend themselves to the
collection of data from existing case records maintained
at St. Thomas Psychiatric Hospital.

The research tool

employed was a case review schedule, on which the pert
inent data could be recorded efficiently and in enough
detail to allow for accurate codification and interpret
ation.
Q

Two case

review schedules were devised.

schedule was pre-tested.

Neither

The first, Schedule A, was

revised after the researchers had completed data collect
ion on 38 cases.

The revision was necessitated by the

O
Por copies of the tools see Appendices A and B.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

fact that the original schedule was designed to handle
more variables

than were included in the medical records.

Two such factors w e r e : the economic status of the pat
ient, which was thought to be important in relation to
the type of aftercare recommendations made by the hosp
ital staff, and employability, which was found by other
researchers to be related to community tenure.

Another

drawback of Schedule A was that it had not been organ
ized to follow the same format as the case records.
Since it contained two pages, it seriously affected the
efficiency with which data could be recorded.

A third

reason for the revision of the two-page schedule was
that it made reference to variables which were agreed
upon by the researchers to be extraneous to the study,
such as the age of the patient's spouse.
The information specified by the case review sch
edules included demographic data which could be used
to determine the patient's admissibility to the sample,
information regarding the patient's readmission record,
and pertinent information concerning the patient's pre
disposition to readmission.

On the basis of the liter

ature surveyed, two variables, diagnosis and sex appeared
to be consistently related to patient readmission.

In

view of these relationships, and the intention of the
researchers to identify target groups, it was decided
to designate sex, readmission and diagnosis as primary
variables, against which to establish the possible Sign

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

ificance of other variables, which shall be defined as
secondary variables.

These have been listed above under

the headings personal history variables, family status
variables, course of illness variables, and aftercare
variables.

The primary variables will provide a cons

istent based against which the secondary variables may
be examined.
The revised case review schedule was designed and
constructed in such a way as to provide the researchers
with all the information they required concerning the
three primary variables and the four groupings of sec
ondary variables.

It was designed so that information

could be taken from the medical records in chronological
sequence.

This was to ensure efficiency and complete

ness of the data collected.
Method of Analysis of Data
Analysis of the data will be accomplished in three
steps.'

Initially, the data will be coded into symbolic

form so that it may be readily tabulated and counted.
This procedure entails combining the data into categories
which generally describe the group of individuals within
the category on the basis of a single, or cluster of
characteristics.

Thus, the category of "other psychoses"

refers to that group of individuals within the sample who
^Claire Selltiz, et al., Research Methods in Social
Relations, rev. ed., (New York: Holt, Rxnehart and
Winston,” 1959) * See especially Chapter 1.1 for a more
complete discussion of these steps,'pp. 401-1A.
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exhibit the wide range of behaviours associated with
psychotic symptoms, but who are not diagnosed as schizo
phrenic.
Following categorization of the data under the three
variables which have been defined as primary (sex,
readmission and diagnosis), the data will be crosstabulated against the four groups of secondary variables.
This is the second step in the analysis.

Cross-tabulation

refers to the tabulation of the number of cases that
occur jointly in two or more categories."*"^
The third step in the analysis is the identification
and description of any relationships which may be found
to exist between the cross-tabulated variables.'*''*'

These

may consist of similarities or differences between sel
ected primary variables with respect to a single second
ary variable; such as whether married schizophrenics are
readmitted in the same proportion as married neurotics.
The primary variables will first be categorized by diag
nosis.

The diagnostic categories will be further sub

divided by sex, into patients readmitted and patients
not readmitted.

The primary variables will appear on

the opposite axis of the tables to which the secondary
variables are listed in their component parts.

The Chi

square test of significance will be employed at the .05
^ Ibid., p. 407
11Ibid., p. 413.
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level, to measure the significance of relationships
existing between the three primary variables.

Relation

ships at this level of the analysis will be basic to the
identification of relationships regarding secondary var
iables.
Also, it is the intention of the researchers to
make a comparison of the sample drawn to the total
hospital population by diagnosis.

In this way, the demon

stration of significant relationships would permit gener
alization of the sample to this particular population.
Quota sample is a nonprobability technique, and
because of this, attempts to generalize findings based
on sample analysis are speculative.

All that may be

concluded by observing similarities between sample comp
osition and the composition of more inclusive popul
ations is that there is no evidence to suggest that
differences exist.

The advantages of quota sampling,

in terms of this study, are that it permits the resear
chers to make use of all data collected, and to take
into account both the male and female strata of the pop
ulation.

Further reference will be made to the possib

ilities and limitations of quota sampling in the follow
ing chapter.
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CHAPTER III
Data Presentation and Analysis
This chapter is concerned with the description and
analysis of the data collected from 169 case records of
patients discharged from St. Thomas Psychiatric Hospital
during the first six months of 1968.

The analysis will

be accomplished in three parts as follows:

(1) A desc

ription of the statistical limitations of the sampling
procedure,

(2) A Chi square analysis to determine whether

significant relationships exist between any or all of
the primary variables, and (3) A descriptive analysis of
secondary variables designed to identify possible inter
variable relationships.
Statistical limitations of the sampling procedure
A quota sample limits the ability of the research
design to generalize the findings, as it can provide "no
assurance as to the precise nature of the population
1
that is being sampled".
The researchers intend to make
a comparison of the sample drawn to the total hospital
population by diagnosis, to determine whether a signif
icant relationship exists, in order to make generaliz
ations about diagnostic categories.

Because diagnosis

"'"Claire Selltiz, et al«, Research Methods in Social
Relations, rev. ed., (Hew York: gol't^.RTneE"art and
Winston,"1959), p. 515.
49
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is one of the primary areas being studied, and is in
fact the keystone of the analytic scheme being used in
this study, some indication of how the sample compares
with the St. Thomas Psychiatric Hospital population
will be helpful in determining some considerations that
should be taken into account in suggesting hypotheses
for further studies, as well as in analyzing the present
data.
Because of the limitations of the technique of
quota sampling, two types of error might exist in the
generalization of findings.

If, for instance, the sample

is found to be similar in composition to the composition
of population statistics, the only assumption which may
be considered is that there is no evidence to suggest
that the sample and the population differ in compos
ition.

This is known as a Type II error, since it is

possible that the analysis was not sufficiently compre
hensive to uncover differences which actually exist.
A way of minimizing such an error is to take the whole
population, which in this case was 29b Essex County
cases for the full year 1968.

The students elected to

use a quota sample, eventually 169 cases, oy limiting
sample selection to Essex County patients discharged
during the first six months of 1968, some of which were
eliminated.

The quota sample, although not always

amenable to generalization of the findings, will be
adequate in exploring the purposes of the research and
in establishing a useful model for other researchers to
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follow.

2

In this case the Chi square (X ) test may be

utilized, at a 0.05 level of significance to virtually
discount the possibility that two sample groups, or the
sample and the population differ by chance alone.
Statistical Analysis of Primary Variables
Of the 169 cases in the sample, 6.5 percent (11)
were diagnosed as falling within the neurotic category,
58.0 percent (64) as being schizophrenic, and 24.4 per
cent (42) as exhibiting other forms of psychotic behav
iour, 15.5 percent (26) as suffering from various forms
of personality disorder, 9.6 percent (16) as brain
damaged, and 6.0 percent (10) as retarded.

When the

Chi square test is employed to determine whether the
null hypothesis:

no difference exists between the prop

ortions of sample members exhibiting selected diagnoses
and the proportions of patients from St. Thomas Psych2
iatric Hospital exhibiting corresponding diagnoses,
can be accepted, the following results were obtained:

p

Ontario Department of Health, Mental Health Div
ision Annual Report 1968 (Queen’s Printer^ 1970, Table
22, p. 116.
'
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TABLE 5-1
COMPARISON OP RESEARCH SAMPLE AND ONTARIO HOSPITAL
ST. THOMAS POPULATION BY CORRESPONDING DIAGNOSTIC
CATEGORIES WITH COMPUTATION POR SIGNIFICANCE*
O.H.S .T .**
Proportion

Sample
Proportion
Diagnosis

&

Neuroses
Schizophrenia
Other Psych.
Person. Dis.
Brain Damage
Retardation

11
644-2
26
16
10

6.5
38.0
24-,415.5
9.6
6.0

169

100.0

Total

i.

°A

16.4-

16 7
321
180
206
99
44,
1017

O
IT

A

31.6
17.7
20.2
9.8
4-.3
100.0

5.97
1.30
2.53
1.10
.004.6 7
11.57

Level of
Significance

d.f.
1
1
1
1
1
1

.02
.30
.10
.30
.95

.05

5

* Ont. Dept. Health, Annual Report, 1968, Table 22, p. 116.
** Ontario Hospital, St. Thomas
When the diagnoses of schizophrenia, retardation, person
ality disorders and brain damaged are combined, Chi
square becomes 3.074- for three degrees of freedom.

This

value of Chi square suggests that the probability of the
sample and the population differences being attributable
to chance alone is .30.

This would suggest that the St.

Thomas psychiatric hospital population and the sample
are fairly similar with respect to these four diagnostic
categories and could have occurred by chance only three
times out of ten.

The neurotic and other-psychotic

groups are found to be the most dissimilar, but only the
neuroses are statistically significant, indicating that,
the research sample is least representative of the pop
ulation in terms of this category.

Therefore, for

purposes of this study, the research sample is considered
representative of the hospital population for all diag-
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nostic categories used except "neuroses".

The dis

similarity in the "other psychoses" category may be
attributed to the fact that this is a construct util
ized in this study.

A direct comparison for sample and

population of the two major components of that construct,
namely, manic depressive reaction and involutional
meloncholia, was not done.
Of the total number of cases, forty-seven or 27.8
percent were readmitted within the designated follow-up
period.

Readmission by diagnosis yields significant

differences between separate diagnostic categories.
The null hypothesis that no difference exists in read
mission rates by diagnosis, may be accepted as Chi square
equals 5*4-6 for five degrees of freedom.

This value

indicates that there is only a 0.30 possibility, i.e.,
three instances out of ten, that the differences bet
ween diagnostic categories could be due to chance.

The

value of Chi square for each diagnostic category is
shown in Table 3-2.

The diagnoses with the highest

rates of readmission are other psychoses, schizophrenia
and retardation, respectively.

Those with the lowest

readmission rates are brain damage and neuroses.
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TABLE 3-2
READMISSION RATES BY DIAGNOSTIC CATEGORY
(expressed, as the ratio of numbers of re
admitted patients to total)
Diagnosis
Neuroses
Schizophren.
Other Psych.
Person. Dis.
Brain Damage
Retardation
Total

Actual
Ratio R:T

Expected *
Ratio R:T

O
xf

Level of
Significance
.50
.50
.30
.30
.20
^o

2:11
21:64
15:42
4:26
1:16
4:10

3:11
18:64
12:42
7:26
4:16
3:10

0.33
0.50
0.75
1.30
2.25
0.33

47:169

47:169

5.46

.30

*The 'expected' ratio is based on the null hypothesis,
i.e., if no difference exists between diagnoses, the
ratio: R:T would coincide in each diagnostic category.
The relation of sex to diagnosis appears to be a
significant factor to be taken into consideration.
Table 3-3 indicates that the ratio of males to females
is highest among patients diagnosed as having person
ality disorders, and as being retarded and schizoph
renic, respectively.

The significance of the differ

ence in the brain damaged category is highly question
able due to the small numbers involved.

Pemales pred

ominate in the other psychoses and the neuroses cate
gories.
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TABLE 3-3
SEX OP SAMPLE BY DIAGNOSTIC CATEGORY
(expressed as a ratio of males to total)
Diagnosis
Neuroses
Schizophrenia
Other Psych.
Person. Dis.
Brain Disorders
Retardation
Total

Actual
Ratio
M :Total

Expected
Ratio
M :Total

X2

1:11
31:64
13:42
19:26
6:16
8:10

5:11
29:64
19:42
12:26
7:16
5:10

5.2
0.14
1.90
4.1
0.14
1.8

.10
.70
.20
.05
.80
.30

78:169

78::169

11.28

.05

Level of
Signific

A statistically significant relationship exists
between sex and readmission rates in the category of
personality disorders.

Within the total sample, the

ratio of males to females was 26:21 readmitted, which
may be compared to an expected ratio of 18:21, based
on the hypothesis that no relationship exists; the Chi
square value is 3-0 for one degree of freedom.

This

yields a probability of .10 that the difference exists
by chance alone.

It may therefore be concluded that

males are readmitted in significantly higher proport
ions than are females.

Within the separate diagnostic

categories, the trend continues for schizophrenics,
brain damaged and retarded patients.

The neurotic and

personality disorder categories, however, conform to
expected rates, being based on the relative proport
ions of males to females within the total diagnostic
cell.

An inverse relationship is found within the other

psychotic category, wherein the actual ratio of females
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to males readmitted outnumbers the expected ratio.
Table 3-4 tabulates the findings.
Based on this analysis of the findings as pres
ented in Tables 3-1» 3-2, and 3-3» it is concluded for
purposes of this study that: (1) the sample is repres
entative of St. Thomas Psychiatric Hospital's undercare
population and St. Thomas Psychiatric Hospital's read
mission rates by diagnostic category; and (2) that sex
is an important, sometimes statistically significant
factor in readmission rates.

Table 3-4- tabulates

these findings.
TABLE 3-4
SEX AND READMISSION BY DIAGNOSIS
(expressed as a ratio of males to females)

Diagnosis

Ratio
M:F in
Class

Neuroses
Schizophrenia
Other Psychoses
Person. Dis.
Brain Damage
Retardation

1 :10
31:33
13:29
19:7
6:10
8:2

0:2
14:7
4:11
3:1
1:0
4:0

0:2
7:7
5:11
3:1
0:0
3:0

78:91

26:21

18:21

Total

Ratio
M:.F
Readmit.

Ratio
M:F
Expect.*

Sex Over
Represented
equal
M
F
equal
M
M
M

*In this case 'expected' ratios are computed on the basis
of the M:E, and Readmitted: Rot Readmitted ratios.
The above description and analysis will serve to
provide a basis on which to analyze the data following
in the next section.
established.

Three relationships have been

Firstly, it has been shown that a relat

ionship exists between diagnosis and readmission.
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Secondly, a relationship has been demonstrated between
sex and diagnosis, and thirdly, sex and readmission
have been shown to be related.

These relationships are

basic to further analysis as they determine the nature
of relationships between cross-tabulated data, described
under the diagnostic categories.

This cross-tabulated

data will be described and analyzed under four separate
sub-headings:

(1) Personal History Data, (2) Family

Status Data, (3) Course of Illness Data, and (4)
Aftercare Data.

These four areas will be covered in

the following section.
A descriptive analysis of secondary variables
In this section the secondary variables will be
analyzed with respect to diagnosis, readmission and
sex.

Because of limited numbers in several diagnostic

categories, retardation and brain disorders have been
combined, as well as the neuroses and personality dis
orders,

The rationale for the blending of these part

icular diagnostic categories is based upon their assumed
etiology.

The brain disorders and retardation are both

thought to result from physiological or anatomical
changes in the central nervous system.

The neuroses

and personality disorders, on the other hand, are
viewed as "disorders of psychogenic origin without
^James Coleman, Abnormal Psychology and Modern
Life (Los Angeles: Scott'," Foresman and Company, 1964) 5
P T T97.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

clearly defined physical cause or structural change in
1L
the brain".
Description and analysis of personal history data
With reference to Table 3-5» there appear to be
age differentials among the diagnostic categories.
Neuroses, personality disorders and schizophrenia have
a mean age of 4-0.5 years, compared with retardation and
brain disorders and other psychoses at 56.0 years.
Readmission rates and sex do not appear to be linked to
age.
TABLE 3-5
THE NUMBER OF PATIENTS READMITTED OR NOT READMITTED
BY DIAGNOSIS AND AGE
Neuroses
and Person,
Disorders

70+
60-69
50-59
40-4-9
30-39
20-29
Ukn.
Total

Retardation
and Brain
Damage

Other
Psychoses

Schizophrenia

Total

R

NR

R

NR

R

NR

R

NR

K

NR

0
0
1
5
1
1
0

2
2
2
6
8
10
_1

0
1
0
2
0
2
0

12
2
2
1
2
2
_0

3
3
5
1
2
0
_1

5
5
9
5
1
2
jO

0
0
1
6
5
9
_0

5
2
11
9
8
10
_0

5
47
12
8
12
_1

22
11
2421
19
24_1

6

31

5

21

15

27

21

43

47 122

*R = Readmitted .

NR= Not Readmitted

As seen in Appendix C, the schizophrenic patients
in the sample were the most highly educated, 4-9 percent
(31) left school before grade 9, 4-5 percent (39) comp^Ibid., p. 696.
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leted some high school, and 6 percent (4) received some
university education.

Patients diagnosed as neurotic,

personality disorders, and other psychoses had achieved
an educational level of 59 percent (44) public school,
40 percent (50) high school, and 1 percent (1) univer
sity.

As would be expected, the retardation and brain

disorders category fell well below the rest, with 78
percent (18) being public school educated, and 22 per
cent (5) having a high school education.

Readmitted

patients were not as well educated as those who escaped
readmission in the neuroses, personality disordered,
retarded and brain disordered categories.

There was

no apparent relationship between educational level and
readmission in the psychotic classifications.

Psychotic

males and females were equally as well educated, but
in the non-psychotic categories the educational level
of females was higher than that of males.

There were

no apparent sex differences in the readmission rate by
educational attainment.
Of the patients who were employed in the past,
as shown in Appendix C, the other psychoses and schizo
phrenic categories had the highest percentage of
skilled and professional workers, 55*7 percent (10)
for each group.

The retardation and brain disorder

category had the next highest occupational status with
17.9 percent (5) falling within the skilled and pro
fessional categories.
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The females diagnosed as other psychotic with no
occupational history had the highest rate of readmission,
67 percent (9) of any comparable group.

Their counter

parts, with a skilled work history, were readmitted at
a rate of 50 percent (6).

There was no apparent rel

ationship between occupational status and readmission
with regard to the other diagnostic categories, and
there is no evidence to suggest that a low occupational
status is related to a high incidence of readmission.
The rate of readmission of the foreign born popul
ation, as shown in Appendix D, was 26.2 percent (11)
as compared to a rate of 27.8 percent (55) for the
Canadian born segment of the sample.

There were no

important diagnostic discrepancies with regard to the
foreign born readmitted.

Foreign born males were read

mitted at a higher incidence than were foreign born
females, 50.0 percent (6 of 20) and 22.7 percent (5 of
22) respectively.
There was no apparent relationship between read
mission and the interval of time between immigration
and the onset of illness.

The readmitted schizophrenics

had all been residents of Canada for less than 20 years,
and the readmitted other psychotics for more than 50
years.

These figures correspond with the numbers of

not readmitted patients

in these diagnostic categories.

Sex differences are not a factor with regard to the
length of residence in Canada.
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Patients from non-English speaking countries who
now speak the English language as their preference were
readmitted at a higher rate, 36.4 percent (4 of 11) than
those patients who speak English poorly, 14.3 percent
(1 of 7).

The numbers involved are too small to isolate

diagnostic or sex discrepancies.
In conclusion, the personal history data has been
related to the primary variables of diagnosis, read
mission and sex.

On the basis of this cross-tabulation

several groups of patients have been identified, which
tend to be over-represented in terms of readmission.
These include:

(1) Won-psychotic patients with elem

entary school education, (2) .Female patients diagnosed
as other psychotic with no occupational history or a
skilled work history, and (3) Foreign born male pat
ients.

In Chapter IV, these groups will be tied in

with other findings.
Descriptive analysis of family status data
Place of Residence
The differences in urban-rural distribution for
those readmitted and those not readmitted across all
diagnostic categories appear rather distinct.

For those

readmitted, the mean percentage urban was 45.9 percent
with a range of 33.3 percent to 60.0 percent.

For

those not readmitted the mean percentage urban residence
is 69.4 percent with a range from 58.0 percent to 7^.0
percent.

This means that 5;t«l percent of the sample
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patients readmitted and 30.6 percent of those, not read
mitted lived in rural areas.
For those readmitted this trend is particularly
evident in the categories of other psychoses, neuroses
and personality disorders.

For those not readmitted,

the trend is weakest in the category of neuroses and
personality disorders.
Sex differences by place of residence for those
readmitted and those not readmitted are indicated in
only two categories.

For those in the category of

neuroses and personality disorders, males are disprop
ortionately represented in the rural population.
are more numerous in the rural population.

Males

A similar

trend is seen in the category of retardation and brain
disorders in that all those readmitted were males.
Fifty percent (2) of those males readmitted were from
the rural population.
For data to support this discussion, the reader
is referred to Appendix E.
Living Facility at admission
There is a definite difference for community
living arrangement between those readmitted and those
not readmitted across all diagnostic categories with
respect to the facility from which they were admitted
to the hospital at the admission prior to their first
1968 discharge.

The mean percentage of those who were

readmitted, who were admitted from their own home, is
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74.7 percent with a range from 60.0 percent to 86.6
percent.

The mean percentage of those not readmitted

during the study period after 1968 who were admitted
from tneir own home previously is 67.45 percent with a
range from 57.1 percent to 74.1 percent.

The differ

ences for those not readmitted were spread out over a
variety of other facilities, such as boarding homes,
nursing homes ana others.

This trend is seen in order

of increasing frequency as follows:

other psychoses,

schizophrenia, neuroses s.nd personality disorders,
retardation and brain disorders.
There are no readily apparent sex differences in
terms of the facility that patients were admitted from.
For those referred to as unknown in Appendix F,
which supports this discussion, this information was
not found in the records examined.

For those referred

to as others, the patients were admitted from a living
facility not covered in the case review schedule, such
as ,jails and hospitals.
Number of siblings
Across all diagnostic categories those patients
from larger families do not seem to require readmission
as frequently.

Both those readmitted and those not

readmitted indicate little difference in mean percentage
of patients from parental families of two or less sib
lings.

The mean percentage for these groups is 32.0

percent and 27.9 percent respectively.

The differences
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are greatest for those patients not readmitted from
parental families with three to five siblings.

Those

not readmitted have a mean percentage of 34.4 percent
with a range of 30.2 percent to 38.0 percent.
Those readmitted have a mean percentage of 29.0
percent with a range of 0 percent to 40.0 percent.

This

trend is supported by the diagnostic categories of
neuroses and personality disorders, and retardation and
brain disorders.

An inverse relationship is seen in the

categories of other psychoses and schizophrenia.

The

small numbers in the categories supporting this trend
have an inordinate influence.
In parental families with six or more siblings the
trend is less readmission than for those in larger fam
ilies.

For those not readmitted the mean percentage

from parental families with six or more siblings is
28.7 percent, with a range from 23.2 percent to 33.5
percent.

For those readmitted the mean percentage is

25.2 percent with a range from 13.3 percent to 40.0
percent.

While this difference is not major, it is

consistent across two categories with the exception of
the retardation and brain disorder category and the
neurosis and personality disorder category.
Sex differences are evident in three of the four
diagnostic categories in terms of parental family size.
In the category of neuroses and personality disorders,
not readmitted males are over represented in the famil
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ies with two or less siblings and females are over rep
resented in families with six or more siblings.
The data to support this discussion is found in
Appendix G.
Marital status
Across all diagnostic categories, there is a pre
ponderance of single persons, 36.2 percent (1?) in the
readmitted group as opposed to 27.0 percent (33) for
those not readmitted.

This same relationship exists

for those patients who are separated.

In the read

mitted group 12.8 percent (6) were separated while in
the not readmitted group only 8.2 percent (10) were
separated.

Divorced and widowed patients are more pre

valent in the non-readmitted group.

Of those read

mitted, 4.3 percent (2) were divorced as compared to
4.9 percent (6) of those not readmitted.
These trends appear in all the diagnostic cate
gories with the exception of divorce among those diag
nosed as either neuroses or personality disorders.
This deviation could be explained in terms of the small
numbers in this category.
Single males are most noticeably prominent in two
categories: schizophrenia and retardation and brain
disorders, both for those readmitted and those not re
admitted; 67.7 percent (21) and 57.1 percent (8) resp
ectively.
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Of those readmitted, married females only appear
prominently in the category other psychoses, 75*0 per
cent (6), while they consistently dominate the married
not readmitted position through all the diagnostic cate
gories.

70.4- percent (38) of the married patients not

readmitted are females.
The discussion in this section is based on the
data compiled in Appendix H.
Number of Children
This segment will discuss family size as it
relates to readmission.

TABLE 3-6
PERCENTAGE OP PATIENTS BY FAMILY SIZE
BY DIAGNOSIS AND READMISSION STATUS

R

NR

0 - 2
3 -5

100.0 58.0
o . 2 9 .0

6 plus
Unknown

0
13.0
___ 0__ ___0_

Total

100.0 100.0

Retardation
& Brain
Disorders
R

80.0

Other
Psychoses

NR

R

80.9

4-6.7
4-0.0

2 0 .0 14-.3
0
0
0_ 4-.8
100.0 100.0

In the family size 0 - 2 ,

13.3
0

Schizophrenia

NR

58.2
2 2 .2
14-.8
4.8

100.0 100.0

R

85.7
9-5

NR

76.7
18.7

4-.8
4.6
0__
0_
100.0 100.0

those readmitted in each

diagnostic category with the exception of other psychoses
are consistently above the mean.

As seen in Table 3-6,

only 46.7 percent of other psychotics readmitted were in
this family size while the mean percentage for all cate
gories with this family size is 73•3 percent.
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Mean
Perceni

73.
16.
6.
1.

rov>J

Number
of
Neuroses &
Children Person.Pis.

In the family size 0 - 2 ,

those patients not read

mitted are distributed above the mean in two diagnostic
categories and below the mean in the other two.

Those,

not readmitted in the categories schizophrenia and ret
ardation and brain disorders had 76.7 percent and 80.9
percent respectively.

Those not readmitted in the cate

gories neuroses and personality disorders and other
psychoses had 58 percent as compared to the mean of 75.5
percent.
For the family size of 5 - 5 children, the mean
percent across all diagnostic categories is 16.7.

For

those readmitted the two categories, schizophrenia and
neuroses and personality disorders fall below the mean
with 9.5 end 0 percent respectively while other psycho
ses and retardation and brain disorders fall above the
mean with 40.0 and 20.0 percent.

For those not read

mitted retardation and brain disorders with 14.5 per
cent is the only category which does not approach the
mean but the difference is small.

The major indicator

of this trend for those not readmitted is neuroses and
personality disorders with a percent of 29.0 in this
family size.
For the family size of six plus, the mean percent
of patients across all diagnostic categories is 6.5.

Of those patients readmitted, only those in the category
of other psychoses exceed this mean with 15.5 percent
falling in this family size.

It should be noted that

there are no patients readmitted from this family size
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in the categories of neuroses and personality disorders,
and retardation and brain disorders.
Those patients not readmitted in the categories of
other psychoses and neuroses and personality disorders
consisted of 14.8 and 13.0 percent of their respective
categories while the mean is 6.3 percent.

There are no

patients not readmitted in the category of retardation
and brain disorders.
Those patients not readmitted in the category
neuroses and personality disorders and those readmitted
in the category retardation and brain disorders indicate
a small relationship.

All other categories have mixed

above and below the mean percentages for the family size
categories.

There does not appear to be a significant

relationship between family size and diagnosis for the
total sample, i.e. for either patients readmitted or not
readmitted with the above mentioned exception.

It must

be noted that this accounts for less than 20$ of the
sample.
lor data to support Table 3"6 the reader is ref)
erred to the data compiled as Appendix I. The data in
Appendix I indicates that those readmitted differ most
from those not readmitted in the family size of two or
less children.

Even though one would suppose that

family size would either aggravate or precipitate mental
illness, the data refutes this assumption.

Of those

patients who were readmitted 74.5 percent (35) have two
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or less children while 68.8 percent (84) of those not
readmitted have families of that size.

Therefore, the

effect of family size is not shown to be affected in
this study by diagnosis as might be expected.
Sex differences for those readmitted occur in the
category of retardation and brain disorders with more
males (75 percent) having two or less children.

The

total number of readmissions in this category, however,
is only four.

Females are more heavily represented in

the category of other psychoses in both the families
with txtfo or less and three to five children.
For those not readmitted sex differences appear in
three of the four diagnostic categories.

In the cate

gory of neuroses and personality disorders males are
more numerous in the two or less children group, while
females dominate the three to five children position.
In other psychoses females are more numerous in both
these positions, while in the schizophrenic category
they dominate only in the family size of three to five,
children.
In conclusion, the family status data has been
related to the primary variables of diagnosis, readmis
sion and sex.

On the basis of this cross-tabulation,

several groups of patients which tend to be over
represented in terms of readmission have been identified.
For those readmitted, there is definitely a higher
frequency of people living in rural places.

Across all
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diagnostic categories there is a difference of 25.4
percent in the mean percentage urban residence which
means that patients arriving from rural areas are more
likely to be readmitted.

This trend is particularly

noticable in the categories of other psychoses and
neuroses and personality disorders.
Readmitted patients who were admitted from their
own home prior to 1968 are found with a higher frequency.
The differences in mean percentage for these two groups
is 7.25 percent.

This trend is particularly evident for

schizophrenics and other psychotics.
Those patients from families of three or more sib
lings have a lower frequency of readmission.

This is

evident in the categories of schizophrenia and other
psychoses which have the larger populations.
In all diagnostic categories there is a greater
frequency of single and separated people in the read
mitted group.

Single males diagnosed as schizophrenic

or retarded and brain disordered are strongly evident
in the readmitted group.

Married females appear with

greatest frequency among those readmitted in the other
psychosis category, while they consistently dominate
the married not readmitted position throtigh all diag
nostic categories.
Those readmitted appear with greater frequency in
the category of two or less children.

Even though it is

too small to stand on its own, there is a very small
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inverse relationship in the category of three to five
children.

The same small relationship holds through the

category of six or more children.

The trend for six or

more children holds across all diagnostic categories and
the trend for the three to five children group holds
across all but the other psychosis category.

Therefore

this trend though small is supported by the majority of
the sample and reinforces the finding of greater fre
quency of readmissions for those in the 0 - 2
category.

children

This finding on family size cuts across all

diagnostic categories and tends to indicate that family
size is a more controlling factor than diagnosis for
both readmitted and non-readmitted patients in the study
sample.

Description and analysis of course of illness data
Previous Admissions
TABLE 3-7
PERCENTAGE OP PATIENTS IN THE TOTAL SAMPLE
ACCORDING TO DIAGNOSIS WITH PREVIOUS ADMISSIONS
Diagnosis
Schizophrenia
Other Psychoses
Neuroses & Personality
Disorders
Retardation & Brain
Disorders

Percentage with
Previous Admission
79.7
69.1
70.3
38.5

Note: The timeperiodreferred
to in Table 3-7 is the
period before theadmissionpreceding
the first 1968
discharge.
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no

From Table 3-7 one sees that the schizophrenic,
other psychotic, neurotic and personality disorder cate
gories have a very high readmission rate since 79.7 per
cent of the schizophrenics and 69.1 percent of the other
psychotic category have had previous admissions, and are
thus readmissions, whereas the retardation and brain
disorder category has a much lower readmission rate.
TABLE 3-8
MOST FREQUENT NUMBER OF PREVIOUS ADMISSIONS
BY. DIAGNOSIS PRIOR TO 1968 DISCHARGE

Diagnosis
Schizophrenia
Other Psychoses
Neuroses and Personality
Disorders
Retardation and Brain
Disorders

Most Frequent
Number of
Previous
Admissions

Percentage

2-4
?-4

35.2
51*6

2-4

From Table 3-8 one sees that of the categories, the
most common number of previous admissions is from 2-4,
while for retardation and brain disorders one as well as
2-4 previous admissions occur with the same frequency.
Thus, it appears that all categories have a high per
centage of patients with multiple previous admissions.
Of interest is the fact that several cases were noted to
have numerous previous admissions, e.g. one case had 25
known admissions.
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TABLE 3-9
THE RELATIONSHIP OF PREVIOUS ADMISSION
TO READMISSION BY DIAGNOSIS
Neuroses &
Personality
Disorders

Retardation
and Brain
Disorders

R

NR

No previous
admission

2

9

Previous:
admissions

4

22

1

6

31

5

Total

R

Other
Psychoses

Schizophrenia

R

NR

R

NR

4

9

5

8

JL

n

18

16

2

21

15

2?

21

43

NR

For patients readmitted, Table 3-9 shows that for all
diagnostic categories there is a relationship between
previous admission and patient readmission during the
study period.

For example, readmitted patients with at

least one previous admission represent the following per
centage of each diagnostic category: neuroses and person
ality disorder, 66.? percent; retardation and and brain dis
orders, 60 percent; other psychoses, 75*5 percent; and
schizophrenia, ?6 percent.

However, there is an equally

compelling relationship between previous admission and
not being readmitted during the study period.

For example,

patients with at least one previous admission who were
not read mit te d represent the fo l l o w i n g per cen t a g e s of each

diagnostic category: neuroses and personality disorders,

70.9

percent; retardation and brain disorders, 35*5 per

cent; other psychoses, 66.6 percent; arid schizophrenia,
81.4 percent.
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Length of Hospitalization
From Appendix J it is apparent that the most fre
quent length of hospitalization prior to the first 1968
discharge for schizophrenic patients is from six to
twel\re months, 34.4- percent (22) of all hospitalizations
for schizophrenics fell within this category*

For the

other psychotic diagnosis the most frequent length of
hospitalization was from two to five months, 26.2 per
cent (11) fell within this category.

From two to five

months was also the most commonly occuring length of
hospitalization for the personality disorders and neur
oses, 35*1 percent (13) of the patients with these diag
noses fall into this category.

Hospitalizations of one

month duration were also

very

frequent in thesetwo diag

noses, with 27.0 percent

(10)falling

into that category.

Thus, schizophrenics generally have a longer period of
hospitalization than those patients with diagnoses of
other psychoses and personality disorders and neuroses.
Hospitalization from two to five months and from
six to twelve months are the most frequently occuring for
diagnoses of retardation and brain disorders.

Of these

patients 15.4- percent (t) fall within each category.
Therefore, patients with a diagnosis of schizophrenia
tend to have longer periods of hospitalization (6 to
12 months) than patients

in the otherdiagnostic cate

gories, (2 to 5 months).
As illustrated in Appendix J an apparent relation-
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ship exists between readmission and length of hospital
ization with regard to all the diagnostic categories with
the exception of the neuroses and personality disorders
where there is no relationship.

Of all the patients in

the retardation and brain disorder category, 20 percent
(1) spent less than 12 months in the hospital, yet all of
the readrnissions, 80.0 percent (4) involve patients whose
hospitalizations were in excess of twelve months duration.

For those patients readmitted in both the other

psychoses and schizophrenic categories, the data in App
endix J shows an inverse relationship.

For the other

psychoses and schizophrenia categories the percentage
of patients with less than 12 months hospitalization who
are readmitted are 80*0 percent (12) and 76.2 percent (16)
respectively.

In these two diagnostic categories hosp-

italization of less than one year results in a greater
frequency of readmission.

The sex of the patient does

not have an influence on the length of hospitalization,
and would not be expected to since the diagnosis is
presumably the primary determinant of length of hospit
alization, although it could be affected by availability
of suitable arrangements for patients ready for dis
charge and other social factors.
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TABLE 3-10
NUMBER OP PATIENTS READMITTED
ACCORDING TO SEX AND DIAGNOSIS
Number of
Readmissions
1
2-4
5+
Total

Schizophrenia
M
F
T

Other
Psychoses
M
T
1

7

6
8
_0

6
1
0

12
9
_0

3
1
0

__o

8
_0

14

7

21

4

11

15

4
7

Other
M

I

£

GT

4
4
0

1
2

5
6

0

_o

. 24
23
J2

8

3

11

47

Note: Because of the small number of patients readmitted
in each of the non-psyehotic diagnoses, they were combined
and will be discussed in one group. M - refers to males,
P - refers to females, and T - refers to total. GT - refers
to grand total.
For the relatively short time measured, that is,
the two year study period follox*/ing 1968 discharge, none
of the patients had more than four readmissions.

Schizo

phrenic patients were the largest group in terms of the
absolute number of patients readmitted once(12), and
also schizophrenics had the largest number (9) of pat
ients readmitted from 2 to 4 times.

However, by per

centage there are more psychotics and other diagnoses
readmitted than schizophrenics; 53.3 percent of the other
psychotics had from 2 to 4 readmissions while 42.9
percent of the schizophrenics were readmitted.

Similarly,

54.5 percent of the patients in the other diagnostic
categories have from 2 to 4 readmissions.

Therefore, it

appears that schizophrenics have a consistently larger
absolute number of people readmitted both once and sev
eral times, but the other psychoses diagnostic category
has an equivalent percentage of one time readmissions
and a higher percentage of readmissions 2 to 4 times
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although it has fewer people readmitted.
Looking at the variable, sex of the patients, the
most notable tendencies apparent are that 89.0 percent
(8 ) of the schizophrenics with multiple readmissions
are males and 87.5 percent (7 ) of the psychotic patients
with multiple readmissions are females.
Interval in Months prior to readmission.
TABLE 5-11
INTERVAL IN MONTHS BETWEEN DISCHARGE
AND READMISSION ACCORDING TO DIAGNOSIS
Less
than
Diagnosis
Schizophrenic
Other Psychotic
Neuroses and
Person. Dis.
Retardation and
Brain Damaged
Total

More
than

Months

1

1

2-5

5

1

4

6

2

0
2

0

0

0

0

2

5

4

8

6—12

13-24

25

7
4.

0
2

21

4
3

1

0

6

_1

1

Jl

13

3

47

14

Total15

From Table 3-11 it is apparent that the longer
patients are discharged the greater their chance of re
admission since they are regularly readmitted through
out all the various time intervals.

Noteworthy is the

fact that the 6-12 month period appears to be a crit
ical one as the most readmissions for the combined
diagnostic categories occurred during this period.
Also important is the fact 66 percent of all readmis
sions occurred within the first year.
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Summary
From the analysis of the course of illness data,
it was found that each of the diagnostic categories
except retardation and brain disorders, have a high
percentage (over 69 percent) of patients with previous
admissions; and that of these patients with a history
of previous admissions the most common occurrence was
for them to have two to four previous admissions.
For readmitted patients in all diagnostic cate
gories it was found that there is a direct relation
ship between previous admission and patient predispos
ition toward readmission during the study period.

How

ever, there is an equally compelling relationship bet
ween previous admission and not being readmitted during
the study period.
Regarding length of hospitalization and type of
illness it was found that patients in the sample with a
diagnosis of schizophrenia tend to have longer periods
of hospitalization (6 to 12 months) than patients in
the other diagnostic categories (2 to 5 months), the
latter period of hospitalization being particularly
typical for neuroses and personality disorders.

There

was an apparent relationship between length of hospit
alization and readmission in all of the diagnostic
categories, except the neuroses and personality cate
gory, where there is no relationship.

Of all the pat

ients readmitted in the retardation and brain disorder
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category 20 percent (1) spent less than twelve months
in the hospital, yet all of the readmissions, 80.0
percent (4), involve patients where hospitalizations
were in excess of twelve months duration.

For those

patients readmitted in both the other psychoses and
schizophrenic categories the data in Appendix J shows
an inverse relationship, that is, hospitalization of
one year or less resulted in a greater frequency of re
admission.

For the other psychoses and schizophrenic

categories, the percents of readmitted patients with
hospitalization of less than twelve months are 80.0
(12) and 76.2 percent (16) respectively.
Of the schizophrenic patients in our sample, 32.8
percent (21) had readmissions, 35®? percent (15) of
the other psychotic patients had readmissions, while
only 17.5 percent (11) of the other patients were read
mitted.

For the sample, the two psychotic diagnostic

categories (schizophrenia and other psychoses) were
therefore shown to have a higher readmission rate than
the other diagnostic categories, a finding that is con
sistent with the hospital statistics.

In addition, it

was illustrated that they have a larger absolute number
of multiple readmissions, although by percentage more
other psychotics and all other diagnoses were read
mitted multiplely: 53®3 percent and 54.5 percent resp
ectively and 42.9 percent for the schizophrenics,
looking at the variable sex of the patient in relation
to readmission, it was found that 89.0 percent (8) of
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the schizophrenics with multiple readmissions were male
and 87.5 percent (7) of the other psychotics patients
were female, whereas in all other diagnostic categories
there was no sex difference.
The examinations of the relationship between length
of time between discharge and readmission for the sample
indicated that the longer the patients are discharged
up to twenty-four months (the time period of this study)
the greater their chance of readmission, across all
diagnostic categories.

Another important finding was

that the six to twelve month period appears to be a
critical one as the most readmissions for the combined
diagnostic categories occurred during this period.
Also important is the fact that 66 percent (31) of
all readmissions occur within the first year.
Descriptive analysis of aftercare data
The effect of the type of recommended aftercare
For the schizophrenics and other psychoses it is
apparent that more than medication is required to main
tain the patients in the community.

As shown in table

3-12, 54-.2 percent (13) of the schizophrenics and 57.1
percent (8) of the patients in the other psychosis
category receiving only medications were readmitted.
This compares with 50 percent (4-) and 30 percent read
missions for patients in these same categories not rec
eiving medication.
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TABLE 5-12
TYPE OP RECOMMENDED AFTERCARE
BY DIAGNOSIS, READMISSION AND SEX
Retardation
& Brain
Other
Disord.
Psychoses

Neuroses
& Person.
Disord.
Type of
Recommended
Aftercare_
None
Medication
Public Health
Nurse
Public Health
Nurse or
Family Doc
tor & Medic
ation
Social or
Psychiatric
St. Thomas
Res. Unit
Special
Care Home
Nursing Home
Unknown
Total

R

NR

R

NR

Schizo
phrenia
R

NR

R

NR:

M F'

M

F

M F

M

F

M

F

M

F

M F

M

F

1 1
0 1

11
0

4
4

2 0
1 0

5
0

1
1

2
1

1
7

4
0

5
6

2 2
10 3

P
3

-7

1
8

45

0 0

2

1

0 0

2

0

0

0

0

1

0 0

4

0

10

0 0

0

3

0 0

0

0

0

3

1

1

1 2

3

9

23

1 1

3

2

1 0

0

1

1

0

1

3

1 0

2

3

20

1 0

1

0

1 0

4

8

0

0

3

3

0 0

1

2

24

0 0
0 0
0 0

0 0
0 0
_0 J)

0 0
0 0
0 0

0 1
0 0
0 J>

0 0
0 0
J> 0

0 3
0 0
JL __o

Li.

3 3

17 14

5 0

9 12

0 0
0 0
0 JL
9 18

14 7

17 26

'

0 0
0 0
0 __0
4 11

When medication was recommended combined with either
visits by the Public Health Nurse or the family doctor,
we find that only 15.8 percent (3) of the schizophrenic
patients were readmitted and for psychotics the read
mission rate drops to 50 percent (5).

For all readmitted

patients, the data shows a readmission rate of 27.8 per
cent .
When schizophrenic patients are referred for either
psychiatric or social service follow-up, only 16.7
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Total
41

0
169

percent (1) are readmitted.

The same trend is apparent

for psychoses where only 20 percent (1) are readmitted.
The relationship between readmission and intensity
of aftercare is inverse for the non-psychotic diagnoses
such as neuroses and personality disorders where 88.3
percent (15) receive no aftercare and were not readmit
ted.

Of the four patients in this category with only

medication recommended, 80 percent (4) were not read
mitted.
Among those patients referred to the Residential
Unit at St. Thomas Psychiatric Hospital or Homes for
Special Care, only 7.7 percent (2) were readmitted, and
both came from the Residential Unit.
Discharge on or against medical advice
Six and five tenths percent (11) of patients dis
charged in 1968, were discharged against medical advice.
Thirty-six and four-tenths percent (4) were readmitted.
Ninety-two and nine-tenths percent of the 169 sample
patients discharged in 1968 were discharged on medical
advice.

Of these patients, 27.4 percent (43) were re

admitted.
Of the patients discharged against medical advice,
63.6 percent (7) were females, and of these seven fe
males, four were readmitted, three of these were schizo
phrenics.

The other female readmittedvas psychotic.

None of the males discharged against medical advice were
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readmitted.

Therefore, there is a tendency for female

patients with diagnosis of schizophrenia or psychosis,
discharged against medical advice to be readmitted.
Also, there is a tendency for those patients being dis
charged against medical advice to be readmitted.

See

Appendix 0.
Facility discharged to
Of the 169 patients discharged, 11'/ or 69.3 per
cent were returned to their own homes.

However, 80.9

percent (38) of the 4-7 patients readmitted came from
these patients discharged to their homes.

Thus a dis

proportionate number of readmitted patients had been
discharged to their own home.

This relationship bet

ween discharge to the patient's own home and readmission
was true for every diagnostic category except neuroses
and personality disorders, where the trend was reversed.
It should be noted that for the purposes of this study,
discharge to home refers to discharge to the patient's
usual place of residence.

However, for the residence

to qualify as a home, the patient must be living with a
spouse or a relative, and not alone.
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TABLE 3-13
DIAGNOSIS, READMISSION AND THE FACILITY
TO WHICH PATIENTS WERE FIRST DISCHARGED IN 196S

Diagnostic
Categories
Neuroses &
Person. Dis.
Retardation &
Brain Dis.
Other
Psychoses
Schizoph
renia

Patients
discharged
to own home
percent
readmitted N

Patients
discharged
to boarding
home,
percent
readmitted

N

Percent
Readmitted

N

16.2

6

15.4-

4

25.0

1

19.2

5

22.2

2

100.0

1

35.7

15

45.1

14

50.0

1

32.8

21

35.3

18

66.7

2

Table 3-13 illustrates these trends.

Patients in

the category neuroses and personality disorders had a
total readmission rate of 16.2 percent (6) whereas
patients returning to their own home had a readmission
rate of 15.4- percent (4).

Patients in the schizophrenic

category had the readmission of 32.8 percent (21) comp-.
ared to a readmission rate of 35.3 percent (18) for
those discharged to their own home.

The discrepancy in

the two readmission rates becomes more marked in the
retardation and brain disorders category where the rates
are 19.2 percent (5) and 22.2 percent (2) respectively,
and most pronounced in the other psychosis category
where the rates are 35.7 percent (15) and 45.1 percent
(14) respectively.
Thus, return to the patient’s own home has a neg
ative effect upon readmission for those in the neurotic
and personality category, whereas it has an increasingly
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positive effect upon readmission in the categories of
schizophx’enia, retardation and brain disorders and other
psychoses.
Other readmitted patients had been discharged to
only two other types of living facilities.

Ten and

five-tenths percent (2) of those patients discharged
to the St. Thomas Residential Unit were readmitted but
one was readmitted for physical treatment, since the
hospital provides medical care, and thus no readmission
trend was seen here.
Patients discharged to a boarding home had the
highest rate of readmission.

It should be noted that

the term ’boarding dome’ includes discharge to self
and not a formal, supervised boarding home.

Ho pat

ients were discharged to or readmitted from a formal,
supervised boarding home, though four patients, not
readmitted, were discharged to homes for special care.
Though the total number (10) of patients discharged to
boarding homes was small, 50 percent (5) were readmit
ted.

Table 3-15 indicates that in every diagnostic

category, the percentage readmitted from boarding homes
was higher than the percentage readmitted from their
own homes, with readmission rates ranging from 25 per
cent (1) for those in the neurotic and personality dis
order categories, to 100 percent (1) for those in the
retardation and brain disorder categories.
Analysis of sex as a factor related to the read-
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mission of those who had been discharged to their own
home shows nineteen or 90.5 percent of the twenty-one
females who were readmitted had been discharged to their
own homes, whereas only 19? or 75.1 percent of the 26
readmitted males had been discharged to their own homes.
However, nine of the ten patients discharged to the
boarding homes were male and all five of the readmitted
were male.

Thus, female patients discharged to their

own home have a higher readmission rate than do males
discharged to the same living facility.

From the avail

able data, it is impossible to determine why nine of the
ten patients discharged to boarding homes were males.
Table 3-14-, listed below, indicates the type of
living facility from which patients were actually read
mitted following their 1968 discharge.

As may be noted,

the number of patients (38) readmitted from their own
home is equal to the number of readmitted patients
(38) who were originally discharged to their own home,
as indicated in the previous section.

This would indic

ate that among patients who were discharged to their
own home and who were eventually readmitted, there was
little change in type of living facility between the
time they were discharged and the time they were read
mitted.
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TABLE 3-14
PATIENT DISTRIBUTION BY DIAGNOSTIC CATEGORY
AND SEX FOR LIVING FACILITY FROM WHICH
FIRST READMITTED FOLLOWING 1968 DISCHARGE
Living
Facility

Neuroses
& Person.
Disord.

Own Home
Boarding
Home
St.Thomas
Res.Unit

Retardation
Si Brain
Disorders

Other
Psychoses

Schizophrenia

M

F

M

F

M

F

M

F

2

2

4

0

3

10

10

7

38

0

1

1

0

1

1

4

0

8

1

0

0

0

0

0

0

0

1

However, the situation with boarding homes is dif
ferent.

Table 3-14 shows that a total of eight patients

were readmitted from boarding homes.

Since only five

readmitted patients in the sample were originally dis
charged to boarding homes, as indicated in the previous
section, it is apparent that three patients moved from
another type of living arrangement to a boarding home
setting before being readmitted.

Thus, the readmission

rate among the thirteen knov/n cases, where patients
were either discharged to a boarding home or eventually
moved to a boarding home, is 61.5 percent.

Therefore,

discharge or movement to a boarding home setting appears
strongly related to eventual readmission.
It may be further noted in Table 3-14 that 46 or
97.9 percent of the 47 readmitted patients were read
mitted from either their own home or a boarding home.
That is, they were readmitted from unsupervised living
facilities.

Total

Thirty-six or 78.3 percent of these 46
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readmitted patients were diagnosed as either psychotic
or schizophrenic.

As stated in the section on effect

of type of recommended aftercare, patients diagnosed as
schizophrenic or psychotic who were recommended for
social or psychiatric aftercare which was the most
intensive type of out-patient aftercare recommended,
still had readmission rates of 16.7 and 20 percent resp
ectively.

These readmission rates are not dramatically

lower than the all-over readmission rate of 27.8 per
cent.

It is therefore indicated that possibly more

supervised living arrangements are needed for discharged
psychotic patients if they are to remain in the community.
Finally, it should be noted that particular attention
has been given to analysis of the findings related to
living facility discharged to and living facility read
mitted from, since this was the major focus of the study
originally planned.

However, due to problems encountered

in carrying out the study, the primary focus was changed
to an analysis of diagnosis and its relationship to re
admission.
In summary, the descriptive analysis of the after
care data has yielded the following results.

For those

patients in the psychotic categories, a recommended
aftercare of medication only was associated with read
mission, whereas those psychotic patients recommended
for public health nurse visits or psychiatric or social
service follow-up had lower readmission rates.

For

those in the non-psychotic categories, the situation was
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the opposite.

Non-psychotic patients who received, no

aftercare recommendation or a recommendation of medic
ation only, had very low readmission rates.

Discharge

against medical advice was strongly related to readmission, especially among females with a diagnosis of
psychosis or schizophrenia.
Discharge to the patient's own home as positively
related to readmission across all categories except
neuroses and personality disorders.

Discharge to a

boarding home or movement by the discharged patient
from another type of living arrangement to a boarding
home, was strongly associated with readmission.

Fe

males discharged to their own homes were more likely to
be readmitted than males.

Discharge to a home for spec

ial care or to St. Thomas Residential Unit resulted in
essentially no readmissions.

Absolutely none of the

readmissions came from homes for special care.
Finally, 97.8 percent (46) of those patients read
mitted came from unsupervised living arrangements, of
which 78.3 percent (36) had a diagnosis of either schizo
phrenia or psychosis.

It is therefore suggested that

possibly more supervised living arrangements are needed
in order to keep discharged psychotic or schizophrenic
patients in the community.
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CHAPTER. IV
Summary of Findings, Conclusions and Recommendations
Findings
The following summary of the findings of this study
is based on the analysis of data taken from 169 case
records of the Ontario Hospital at St. Thomas, and pres
ented in Chapter III.
Analysis of Tables 3-1? 3-2 and 3-3 demonstrated
that the research sample is representative of St.
Thomas Psychiatric Hospital's undercare population and
readmission rates by diagnostic category, and that sex
is an important factor in readmission rates.
The findings will first be grouped under four top
ical headings, which best characterize each group, and
then discussed in relation to the literature and to the
purposes of the study as noted in Chapter II.

This will

in turn, provide a basis for the recommendations and
conclusions flowing from this study.
Social Characteristics
1.

Those patients in the non-psychotic categories,
whose level of educational attainment is prehigh school, are over-represented in the readmitted
group.

2.

Female psychotics with no occupational, history, and
those with a history of skilled work are readmitted
90
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more frequently than female psychotics with occup
ational histories of unskilled labour or profes
sional work.
3.

Domestic born males are readmitted at a higher
rate than foreign born males, while females whether
foreign or domestic born are readmitted at a similar
rate.

4.

Males are readmitted at a higher rate than are
females in every category except the other psychoses
category where this finding was reversed.

5.

Discharged patients living in rural areas have a
higher rate of readmission than discharged patients
living in urban areas.

6.

Those patients having fewer than three siblings
are over-represented with regard to readmission.

7.

Patients who are single or separated have a higher
rate of readmission than patients of other marital
statuses, except in the category of the other psy
choses where married females have a higher rate of
readmission.

8.

Those patients with less than three children are
over-represented with regard to readmission.

Course of Illness
9.

Every diagnostic category, with the exception of
the retardation and brain disorders category, has
a high percentage of patients with previous admis
sions, with two to four previous admissions being
most common.
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10.

A direct relationship exists between previous admis
sions and predisposition to readmission for read
mitted patients.

However, there is a similar rel

ationship between previous admission and not being
readmitted during the two year period of the study.
11.

Schizophrenics have longer periods of hospitaliz
ation than those patients in the other diagnostic
categories.

12.

A relationship between length of hospitalization
and readmission exists in all categories except
the neuroses and personality disorders category.
In the retardation and brain disorder category,
the longer the patient is hospitalized, the greater
the chance of readmission.

In the other psychosis

and schizophrenic categories, the shorter the pat
ient is hospitalized, the greater the chance of
readmission.
13.

Patients diagnosed as psychotic have a higher rate
of recidivism (history of readmission) than pat
ients with other diagnoses.

14.

Male schizophrenics and female psychotics have the
most multiple admissions.

13.

Patients diagnosed as schizophrenic

have a higher

rate of readmission than other categories of pat
ients.

16.

Schizophrenic males are readmitted in greater number
than are schizophrenic females.
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17.

Patients diagnosed as having Drain disorders are
under-represented with regard to readmission.

18.

Females who are diagnosed in the other psychoses
category are over-represented within the readmitted
patient group.

19.

The majority of the readmitted patients in the
sample were readmitted within one year of their
previous discharge, with the six to twelve month
period being the critical time for all diagnostic
categories.

20.

The longer a patient is discharged, the greater
the chance of readmission.

Recommended aftercare
21.

Those patients with a non-psychoCic diagnosis req
uire less intensive aftercare to be maintained in
the community.

Patients in the non-psychotic

categories who receive no aftercare recommendation
have low readmission rates comparable to those in
the same category who receive an aftercare recom
mendation of medication only or a more intensive
form of aftercare recommendation.
22.

For those patients in the psychotic categories,
the more intensive the aftercare recommended upon
discharge, the lower the readmission rate.

23.

Patients discharged "against medical advice" have
a higher rate of readmission than those patients
who are discharged "on medical advice".

This
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finding was especially true among female patients
with a psychotic diagnosis discharged against med
ical advice.
Place of residence and living arrangement
24.

Patients admitted from their own homes prior to
their 1968 discharge are readmitted at a higher
rate than are patients who were not admitted from
their own homes at that time.

25.

Patients in every category, except the category
neurosis and personality disorders, discharged to
their own homes are over-represented in the read
mitted group.

26.

Females discharged to their own home have a higher
readmission rate than do males discharged to their
own home.

27.

Those patients discharged to or readmitted from
"boarding homes" have the highest readmission rate.

28.

Patients discharged to the St. Thomas Psychiatric
Hospital Residential Unit or to Homes for Special
Care are readmitted far less frequently than pat
ients discharged to other facilities.

29.

Patients readmitted from unsupervised living
arrangements, either their own home or a boarding
home, account for over 97 percent of the read
missions.
The findings outlined above are indicated bjr comp

arison of the percentages of sample members falling into
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related categories.

The differences observed have not

been tested for their statistical significance, except
with regard to relationships existing between the primary
variables of diagnosis, readmission and sex.
the findings numbered:

Therefore,

16»1 7 5 18 and 20 are the only

ones which have been found to be statistically signific
ant.
Relationship of these findings to the previous research
already discussed________________________ ________________
As. was mentioned in Chapter I, Freedman and Simmons
discovered a slight trend among schizophrenics towards
high readmission rates, a finding which conforms with
one of the observations of this study.

There is no

suggestion however, to be found within the literature
which would support or refute our finding that males
are over-represented in the readmitted category, nor
are we able to explain why females diagnosed as other
psychotic, or schizophrenic males are over-represented
with regard to readmission.
The finding that brain disorders are under
represented in the readmission group conflicts with the
findings described earlier of Shirley Arigrist and her
colleagues, who found that a diagnosis of brain disorders
is a good indicator of eventual readmission.

The disc

repancy in findings seems to be due to the practice of
St. Thomas Psychiatric Hospital of discharging brain
damaged patients to the Residential Unit or Homes for
Special Care, two placements from which patients are
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96.

seldom readmitted.
A number of researchers, whose studies have been
reviewed in Chapter I, found no relationship between
occupational history and readmission.
were:

These authors

Wright, Arthur and Ellisworth, Freedman and

Simmons and Cunningham and Adler.

However, all related

poor post discharge occupational adjustment to read
mission, a finding which supports to some extent the
female over-representation with regard to readmission
discovered in this study, especially with respect to the
females in our sample who had no occupational histories.
The 1964 study of mental illness in Ontario, found
only 4 percent more mental illness among the foreign
born when the rates were adjusted for sex, age, numbers,
etcetera.

Our study indicates that the domestic born

have a 3 percent higher readraission rate than the for
eign born, but our figures have not been adjusted to
represent groups of similar composition.
The finding of the present study that discharged
patients, living in rural areas had a higher rate of
readmission than those living in urban areas is refuted
by Angrist.

This author found no relation between urban

or rural residence and readmission.

Another finding of

this study was that patients with more children are
less likely to be readmitted.
refute this contention.

The findings of Angrist

Angrist reported that the

presence of children is related to higher readmission.
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Adler found that 65 percent of married patients
received a favourable adjustment score as compared with,
only 20 percent of the unmarrieds.

Freedman and Simmons

found that both males and females have a better chance
of success in the community if they are married.

Miller's

study, as outlined in Chapter I, found that married pat
ients had low readmission rates, while single patients
showed an opposite trend.

The above findings generally

support the present study, wherein it was determined
that single and separated persons are readmitted more
frequently than are married, divorced and widowed pers
ons, except in the category of the other psychoses.
The findings of the present study that patients
with non-psychotic disorders are readmitted more fre
quently if their length of hospitalization exceeds
twelve months is supported by Freedman and Simmons.
They found that the shorter the hospitalization the
greater the chance of success in the community.

The

finding of the present study that patients with psychotic
disorders are readmitted more frequently if their length
of hospitalization is short is supported by Cunningham
and his colleagues, as reported in Chapter I.

One

study, as reported in Chapter I, conflicts with the
findings of this study.

Angrist found no relationship

between readmission and the length of hospitalization.
A study by Miller, also related in Chapter I,
found that patients released to their families and to
private institutions had high readmission rates.

This
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coincides with the findings of the present study which
reports that patients discharged to their own homes are
over-represented with regard to readmission.
The present study found that the more intensive the
aftercare services recommended, the lower the readmission
rate in the psychotic categories.

These findings are

supported by four out of five of the studies surveyed
in Chapter I.

Studies by Denber, Sheldon Jones, and

Silverstein found that those patients receiving inten
sive follow-up had much lower readmission rates.

These

findings however, are refuted by Angrist, who found no
relationship between the extent of out-patient treat
ment and readmission.

Since aftercare per se was not

studied, in order to compare our findings regarding
aftercare with those of the authors surveyed, the assump
tion must be made that patients in our study, who were
recommended for intensive aftercare services, actually
received more intensive services than those patients
who were not recommended.
The finding of the present research that patients
discharged to boarding homes, i.e., discharged to self
and living alone, are readmitted in higher proportions
than those discharged to other facilities, is not sup
ported by previous studies.

The study by Brown, rev

iewed in Chapter I, found that those patients discharged
to boarding homes had fewer readmissions, but Mandelbrate and Blohard, reported that patients did no better
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in boarding homes than in their parental homes.
Relationship of the findings to the purposes of the study
Listed below are the purposes of the study as noted
in Chapter II, plus an evaluation of how extensively
each purpose is covered in the findings and recommend
ations.
The first purpose of the study x*/as to identify the
extent of the need for aftercare services for discharged
Essex County psychiatric patients.

Though aftercare

per se was not studied, i.e., actual case follow-up was
not done, it was found that the more intense the after
care recommendation among psychotic and schizophrenic
patients, the less likely these patients were to be
readmitted.

Furthermore, since rural patients have a

higher rate of readmission than do urban patients, it
was recommended that more intensive aftercare services
be extended to discharged rural patients.

And finally,

it was noted that a fairly large percentage of those
patients in the psychotic categories were still read
mitted even though they received a recommendation of
intensive out-patient aftercare.

It was felt that these

patients may well need some form of supervised living
arrangement after discharge.
The second purpose of the study was to identify
the factors which pre-dispose discharged Essex County
Psychiatric patients to be readmitted to psycniatric
hospitalization, thereby identifying "target groups".
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A great deal of information was collected which may help
to define "target groups" for the delivery of prevent
ative services and aftercare treatment.

The most obvious

ones d.iscovei*ed are listed below:
1.

Single or separated patients.

2.

Ron-psychotic, pre-high school educated patients.

3.

Psychotic patients receiving no aftercare services.

4.

Psychotic females who are not diagnosed as schizo
phrenic.

3.

Female psychotics with no occupational history.

6.

Patients discharged "against medical advice".

7.

Schizophrenic males.

8.

Non-psychotic patients with hospitalizations of
twelve or more months in duration.

9.

All males.

10.

Discharged patients living- in rural areas.

11.

Patients admitted from their own homes.

12.

Patients who have been discharged less than

twenty-

five months.
13.

Patients discharged to their own homes.

14.

Patients discharged to or readmitted fromboarding
homes.
The third purpose of the study was to describe the

types of aftercare services recommended to discharged
Essex County Psychiatric patients.
care provided were:

The types of after

medication, public health nurse

visits, visits to the patient's family doctor, social
or psychiatric out-patient treatment, discharge to homes
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for special care and discharge to the St. Thomas Psych
iatric Unit, or any combination thereof.
The fourth and last purpose of the study was to
determine the rate of recidivism for discharged Essex
County Psychiatric patients by type of illness.

These

rates of recidivism are listed in Chapter III under
Table 3-2 along with their level of significance.
Recommendations for future research
This study has explored the purposes outlined at
the beginning of Chapter II, but the subject matter still
requires further exploration and more intensive analytical
study.

A number of findings were in direct conflict

with the results of previous studies.

These discrepan

cies may be the result of several factors:

(1) the

presence of undiscovered intervening variables, (2) an
un-representative sample, or (3) actual population dif
ferences pertaining to Essex County psychiatric dis
charges.

Certainly, the third possibility is the most

important, since if actual population differences do
exist, they may be readily evaluated in light of find
ings involving other populations.

In view of how much

previous studies conflict with each other,

the discrep

ancies noted are not peculiar to this study, but appear
to occur whenever research is conducted by different
persons studying different samples.
Major questions still remain in the following areas:
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1.

Further research should be undertaken to determine
whether discharge to the St. Thomas Residential
Unit or a Home for Special Care best satisfies the
needs of the patients involved, and those of their
communities.

Our study suggests that patients

discharged to these facilities tend to remain within them indefinitely, usually the rest of their
lives.
2.

Further study is indicated in the area of occupat
ional retraining for female patients.

The present

study suggests that no relationship exists between
male occupational history and readmission, but
Essex County female patients with no previous
occupational history are readmitted at a higher
rate than those who have an occupational history.
3.

It is strongly recommended that more intensive
aftercare services be delivered to the rural pat
ients of Essex County.

None of the studies

surveyed reported any urban-rural differences in
readmission rates, while our sample indicated a
25 percent higher readmission rate for rural Essex
County.
4.

Further research is indicated with regard to the
placement of discharged patients in boai'ding homes.
The present study, in reporting that patients
discharged to boarding homes had a readmission
rate 23.6 percent in excess of patients discharged
to other facilities, was not in agreement with
previous research.
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Other research populations are thought by the
researchers to be important for further study.

These

are:
1.

The "Continuing Care" group of patients, some of
which were included within the sample.

Further

research might compare the readmission rates of
this group with those patients who have not been
included in the program, and
2.

The group of patients "awaiting" discharge.

Research would be helpful in determining what
factors are taken into account by the medical staff
in discharging patients, especially -with regard
to the availability of suitable living arrange
ments, and their geographical proximity to the
patient's family and friends.
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APPENDIX A
CASE REVIEW SCHEDULE

Sex

Case Book Number
Birthdate
Birthplace

Religion

Last address at previous admission

________________________
Twindsor or Essex County)
Length of residence at above a d d r e s s _________ _____________
Usual county of residence

__________

Type of living arrangement at above address:
own home ______________
nursing h o m e
______
boarding home ________

Special care home
_______
St. T. Residential
Unit ________
Other

Date first discharged in 1968 _________ _____ _
Date subsequent readmission (1968, 1969, or until 30/6/70)
Number of rcadfnissions during 1968, '69, £> *70)____________
Source of referral (first readmission):
self
__
family
psychiatric-in_
psychiatric-out
Social agenty _

Other medical
Police
Court
Penal Inst.
Other

Name of source of referral: ___ _ ___________ ______ _
Date of admission (if institution")": _______________
Previous hospitalization 1968-70 other than St. T.
Number of times ___ __
Psychiatric diagnosis at first 1968 discharge .___
Psychiatric diagnosis at subsequent readmission___
Precipitating stress at readmission _______________
Competent ___________ Incompetent
Def
Other conditions requiring treatment
ujLsunarge 1 ^ 0 0 ; un meuxoax auvxce
Type of follow-up planned:
Nursing
None
______
Psychiatric _
Social agency
Other medical
Vocational

Other
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Was patient on hospital follow-up care: Yes________ No
If yes:
Continuing care
Spec. Care Home
Other ____________________________________________
Prognosis at first 1968 discharge _______________________
First 1968 discharge to:
Self; a l o n e _______ with spouse
____ Own h o m e _______ Other
Other relative; pt's. own home ______ Other
Relationship of relative mentioned above __
Other living facilities:
Nursing home
____ ___
Special care h o m e ______________
Boarding home _______________
(identify &
specify typej
St. T. Res.U.
________
Other hospital __________________
Other f a c i l i t y ______________________
"
Was this arrangement recommended to patient: yes
If not, what arrangement was recommended
Did patient remain here for designated time period:
How was recommended arrangement financed
How was actual arrangement financed
What was the cost of actual arrangement

no __

yes
no
______ ____

~TWeek? month., etc. I
Marital status:
s
m
sep.
wid.
div.
Age of spouse ___________
Number & sex of children, currently residing with patient
and/or spouse:
SPECIFY IN ORDER: M,M,F,M etc
0-5 years ____________ ______
6-18 years _________________
Over 1 8 ____________________
Father:

Living _____ Deceased

Siblings (number & sex) ______
History of Mental Illness:
Relationship

Mother:

Living _____
Deceased
__ _
(spec. pts. position-]"
Diagnosis

Relationship of responsible relative _______________________
Is patient in contact with relatives:
none _______
few
m o s t ________
Employment:
Job

(most recent first)
Date commenced

Date terminated

Reason
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Education:

Highest grade
degree________
Occupation/ skill__________ ___ _______

Means of support outside hospital:
Employment:
Patient
Relative (specify) __________
Other:
______________________
If patient, is this usual employment:
yes
no _____
If not, why changed: _________________________________________
Presently employment data:

/
Thours/ wk.T

TjobT

$_

/_________

[salary!
TdurationT

"Tlongest duration of any jobj

Work activity in hospital:
Other sources of income:

yes
__

no

S p e c i f y ____

______________________________
Tsource and amount!
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APPENDIX B
REVISES) CASE REVIEW SCHEDULE

i
R©1* _____________ Sex
D. Dischg

Bob

Place

D.prior adtsis. _ _ _ _ _ _

Add* M a i s _____________________ for _________ years

Marital
Usual? ___ _____

Type* Can bos® _____ Boarding hosas ____ SOB ,
Other _________ Nursing hotae
STRU

#Pr@v. Msie#
TfflsfT

I ^ F ^ 5 E 7 r ~ ™

# & Sax of children 0-3 _________ 6-18
Rel.faailv c M.I.

Slbs.(# &, Sex)
T s i ^ pt.T Posit*)
over 18_______________

Diagnosis and Remarks

Relationship of responsible relative
Pt. contact c relatives
Education * grad©
Btoloraant (past)
Moans ©f supports

non®

few
addit.

most

Occup./skill
Rsl employed

Pt. employed

(Specify)

Additional income (source and arafc.)
Years in Canada before illness developed

Fac.c Ens.

Contact c Relatives from country of birth* par. _____ sibs. _ _ _ _ eps®
1st 1968 dischg.
Ga Med advice

yos

Diagnosis __________________________________
no

To*

hors© _________ O th e r ________ Racom

(specify)
If no i What was reconm.

________ Did pt • stay?

_____

Following s

Reacteissions since 1968
Ppfc. stress*

Prognosis ___________

Diagnosis

_____________
Cor p .

lacoas.

Total # ____________ Dates*

Source of Referral* __ ________ ____ ______ ________________
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